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TUBERCULOSIS IN THE CANADIAN ARMY 


By Lt.-CoLoNEL W. P. 


HIS report presents a survey of the men 

rejected at time of enlistment for pulmonary 
tuberculosis and cases of tuberculosis develop- 
ing in the Canadian Army from September 1, 
1939, until March 1, 1942. The percentage of 
men rejected, the extent and possible activity 
of the tuberculosis found is given. The survey 
makes possible an estimate of the relative value 
of a clinical examination and the routine chest 
x-ray in the detection of the tuberculous 
lesions. A very small percentage of men taken 
into the Army who had a normal chest by 
clinical and x-ray examination or who had 
small healed lesions have subsequently become 
ill with tubereulosis. The records of these 
casualties from tuberculosis have been ana- 
lyzed, among other things, as to what the clini- 
eal and x-ray findings were at time of enlist- 
ment and what type of tuberculosis they de- 
veloped on active service. 


CASES REJECTED AT TIME OF ENLISTMENT 
BECAUSE OF TUBERCULOSIS. 


(a) Standards for admission.—In the fall of 

, 1939 shortly after mobilization, it was decided 

that all men enlisted in the Canadian Army 

must have an x-ray of their chest before they 

were attested. Standard 14 x 17 films were 
used. 

It was of course decided that a man with a 
normal x-ray of his chest and negative history 
and physical findings was to be admitted to the 
Army. There was however considerable dif- 
ficulty in determining whether men with an 
inactive lesion were to be admitted. All cases 
found by x-ray to have possible or probable 
tuberculous lesions were referred to a com- 
petent internist or specialist in tuberculosis, 
for a clinical report. It was decided to admit 

men to the service who had small calcified 
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lesions, and the following regulation was 
issued : ‘‘Seattered, well calcified, small discrete 
shadows suggesting multiple healed tubercu- 
lous foci including a few small calcified nodules 
above the level of the first rib, of themselves 
are not sufficient grounds for rejection’’. 
These lesions were small and must not indicate 
a former large or massive lesion. Larger 
lesions although considered healed were taken 
to indicate too great a risk and the man was 
rejected. A calcified primary complex was not 
a cause of rejection unless the lesion repre- 
sented a former massive lesion. Cases giving a 
history of idiopathic pleurisy with effusion or 
clear-cut idiopathic dry pleurisy within the five 
years preceding attempted enlistment, were re- 
jected. All men having active lesions were of 
course rejected. 


(6) Type of cases rejected.—The present 
survey from September 1, 1939, to March 1, 
1942, shows that of 400,000 men on whom 
attestation films were taken, 3,969 or 1% were 
rejected because of tuberculosis. This is the 
same percentage as existed up until June, 
1940.1. Up until March 1, 1942, approximately 
4,000 men who considered themselves physical- 
ly fit to join the Army were rejected because 
of pulmonary tuberculosis. 

Table I shows the extent and character of 
the tuberculosis present in these rejected men. 


TABLE I. 
CASES OF TUBERCULOSIS REJECTED 


——————OO="=_=_==EEE——E———EEE—~O~=”~_l_le™_________|||=—== 


WE SU b.e44Ad donde eedendunaees 73 
SE 6 AS09046 d64 6 ed4 4c seco 1,970 
Moderately advanced ............. 1,298 
Le PET LU TRTETOTITET eT 262 
Moderately advanced ‘‘C’’ ........ 179 
No evidence tuberculosis .......... 196 

MD iis kndb cba cee iwessveaies 3,987 
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The cases rejected because of pleurisy either 
gave a history of idiopathic pleurisy within the 
preceding five years or had such marked 
pleural changes as a result of an old pleurisy 
that they were considered unfit. The National 
Tuberculosis Association classification of mini- 
mal, moderately advanced, far advanced was 
used in classifying these cases. Moderately 
advanced ‘‘C’’ was added to this classification. 
This represented cases with calcified lesions too 
extensive to be considered fit for the Army but 
where there was no clinical or x-ray evidence 
to suggest activity. The last class ‘‘No evi- 
dence tuberculosis’? are cases in which the 
man was rejected because of supposed tubercu- 
losis but the writer was unable to find sufficient 
evidence on reviewing the clinical report and 
examining the x-ray film to justify rejection. 

The rejected cases occurring in the minimal, 
moderately advanced and far advanced classes 
were all active or potentially active cases of 
tuberculosis. The clinical examinations to de- 
termine activity were done by specialists in 
tuberculosis or internists. In a certain per- 
centage of cases there was definite clinical 
evidence of activity, and all had the x-ray ap- 
pearance compatible with an ‘active or unstable 
lesion. These cases along with the cases re- 
jected for pleurisy represented 3,603 cases of 
tuberculosis either active or potentially active. 

If these men with tuberculosis had been en- 
listed the incidence of clinical tuberculosis in 
the Army would be much higher. A fairly 
high percentage of these men would break 
down under active service, and also they would 
produce new eases by infecting their fellows in 
the Army. 

The effect of the detection of these cases of 
tuberculosis on the civilian tuberculosis prob- 
lem is difficult to estimate. The 3,600 cases 
were cases not likely to be diagnosed for some 
months, as they occurred in men who believed 
they were well enough to join the Army, and 
the small percentage who had symptoms were 
not likely to seek medical advice for some time 
and during this interval they would be a 
probable source of infection. The fate of these 
rejected men has not been ascertained accurate- 
ly. The military authorities report these cases 
to Provincial Public Health Services for super- 
vision. The efficiency with which these cases 
are followed and properly treated or super- 
vised depends chiefly on the Provincial author- 
ities. The importance of adequately controlling 
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and treating them so that the early ones may 
be cured quickly and the open eases cease to be 
a source of infection cannot be too strongly 
stressed. | 

(c) Value of x-ray examination in detection 
of tuberculosis in recruits——The clinical exami- 
nation of radiologically doubtful chest cases 
was done by tuberculosis specialists and in- 
ternists across Canada. These clinicians as well 
as district radiologists were supplied with 
physical standards to be used in the examina- 
tion of recruits, but in addition, in the late fall 
of 1939 for several months, all clinical reports 
and x-ray films on recruits were reviewed at 
National Defence Headquarters and reports 
sent back to the local examiners. In this way 
standardization of criteria. for rejection was 
attained across Canada. The recruit was re- 
ferred to the clinician with his x-ray films and 
report so that the clinician had available the 
location and x-ray appearance of the lesion 
before the clinical examination was undertaken. 


TABLE IT. 


| Moder- 
Moder- ately 
ately Far | advanced 


Minimal| advanced| advanced| “C’”’  |Cavity 


Total number 
of cases 


Cases not 
examined 
clinically... . 


Cases exam- ; 
ined clinically} 1,334 


No clinical 
evidence 


tuberculosis. .| 1,064 


Clinical evi- 
dence tubercu- 
losis present. . 


By physical 


By history.... 


By both his- 
tory and 
physical signs 


The clinician recorded the presence or ab- 
sence of physical signs of tuberculosis and also 
noted any symptoms present. It is granted 
that volunteers applying for enlistment may 
deny symptoms in order to get into the Army. 
Therefore too much reliance must not be placed 
upon the presence or absence of symptoms as 
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indicating the lesions shown by the x-ray. We 
believe that the clinical examinations recorded 
very accurately the presence or absence of 


physical signs. The number in each of the 
groups minimal, moderately advanced, far ad- 
vanced and moderately advanced ‘‘C’”’ in 
which complete examinations were recorded, 
and the number of these in which the diagnosis 
could be made or strongly suspected clinically 
is given in Table II. 


It will be noted that in the minimal cases, in 
which it is most desirable to diagnose tubercu- 
losis, only 270 eases out of 1,334 could be 
diagnosed on clinical findings when the lesion 
had been shown by x-ray. As the extent of the 
lesion increased the number that could be diag- 
nosed clinically also increased, as would be 
expected. In the moderately advanced cases 
307 out of 759 could be diagnosed clinically, 
and in the far advanced cases 117 out of 136 
cases. In the series of 3,978 cases 293 had 
cavity present and were obviously open cases. 
Of these 293 cases, 136 had carefully recorded 
clinical examinations and in 48 of them the 
tuberculosis could not be diagnosed or sus- 
pected by clinical means. 


The difficulty in clinically detecting these 
cases of tuberculosis found by x-ray would 
seem to have more significance in view of the 
fact that the clinical examinations were done 
by competent men independently, and in widely 
separated districts. One could put more re- 
liance on this estimate of the efficiency of 
clinical examination than if the study was 
made by one associate group or institution 
where certain preconceived ideas may influence 
the results of the survey. 

Another point which clearly’ shows that the 
great majority of these cases of tuberculosis 
would not have been discovered without 
routine x-ray examination is that the x-ray 
examination was not got under way until two 
months after mobilization in September, 1939. 
By this time many soldiers had passed the 
board examination and had been attested as fit, 
and yet approximately 1% of those who were 
attested without x-ray examination were dis- 
charged from the Army for tuberculosis when 
the x-ray was taken two months after enlist- 
ment. These men had tuberculosis on enlist- 
ment but it was not discovered clinically and 
was only picked up later on x-ray examination. 
It would appear that the discovery and re- 
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jection due to tuberculosis of 1% of recruits is 
due almost entirely to the routine taking of 
x-rays of the chest at the time of enlistment. 
Certain men with small lesions clinically healed 
were enlisted and could only have been ac- 
cepted after careful clinical examination. 


CasES DEVELOPING CLINICAL TUBERCULOSIS 
WHILE ON ACTIVE SERVICE 


Analysis was made of all cases of clinical 
tuberculosis developing in the Army in Canada 
and those returned from Overseas as non- 
effectives due to tuberculosis. This series does 
not inelude cases of tuberculosis now under 
treatment overseas, but this number is relative- 
ly small, as tuberculous patients are evacuated 
to Canada as soon as possible. No subsequent 
x-ray survey has been made of all troops after 
the enlistment x-ray examination so that there 
are undoubtedly some unrecognized eases of 
tuberculosis in the Army. 


TABLE IIT. 


CASES OF TUBERCULOSIS DEVELOPING 
IN THE CANADIAN ARMY 


Canada 
and 

Canada Overseas Overseas 
Pleurisy with effusion ........ 8 23 31 
DUNN han Wa Gas doncmecsaks 14 6 20 
Moderately advanced ......... 6 14 20 
Pee SONG 6. ckccdewteseaes 7 9 16 
Non-pulmonary tuberculosis: ... 12 5 17 
oe Boe ss, 47 57  ~=—-:104 
Negative x-ray on enlistment .. 42 54 96 
Small lesion on enlistment .... 5 3 8 
RN ate ead caae candanws 47 57 104 


Total number of cases enlisted according to Army 


Standards developing tuberculosis ........... 104 
Cases with active or extensive tuberculosis enlisted 

by error, developing tuberculosis ........... 10 

SOO 656 665609 60 nasi sea gddeveisedasaawas 114 


Only 114 (Table IIL) cases of clinical tuber- 
culosis developed in the Canadian Army from 
September 1, 1939, to March 1, 1942. Ten of 
these cases did not conform to the physical 
standards at time of admission and were en- 
listed with either active tuberculosis or too 
extensive disease. These cases were not ana- 
lyzed, as they were enlisted by error for the 
most part in the fall of 1939 before the chest 
survey was organized. Of the remaining 104 
eases of tuberculosis 96 were admitted to the 
Army with negative chests by x-ray and clini- 
cal examination while eight showed small 
lesions on admission but were considered fit for 
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service. By far the larger percentage of troops 
breaking down with pulmonary tuberculosis on 
active service therefore had negative chests on 
enlistment. The total number of cases enlisted 
with small lesions is not known but there are a 
great many of them. The eight cases breaking 
down must represent a very small percentage 
of those enlisted with small healed lesions. The 
policy of enlisting these men with small healed 
lesions appears to be sound and will be con- 
tinued. 

Table III shows the number of cases of 
pleurisy with effusion, pulmonary tuberculosis, 
and non-pulmonary tuberculosis occurring in 
the 104 cases of clinical tuberculosis which 


developed in the Army. Pleurisy with effusion. 


(idiopathic) was considered tuberculous in 
- origin regardless of whether or not the pleural 
fluid showed the presence of tubercle bacilli. 
No parenchymal lesion was demonstrated in 
these cases, which constituted the largest single 
group. These men were considered unfit for 
further military service and boarded out of the 
Army. Of the 56 cases of pulmonary tubercu- 
losis 20 were minimal, 20 moderately advanced 
and 16 far advanced. It was to be hoped that 
a greater number would be diagnosed before 
they became moderately or far advanced cases. 
However, it was rather a common history in 
these cases that a diagnosis of moderately or 
far advanced tuberculosis was made in a pa- 
tient who had had slight clinical manifestations 
for a short period of time. That is men with 
negative x-rays of their chest on enlistment 
become moderately or far advanced cases often 
with slight symptoms of short duration. 

The average duration of symptoms until these 
cases of pulmonary tuberculosis were diagnosed 
and under treatment in hospital, was 2.7 
months. This is a remarkably short period 
compared with the average duration of symp- 
toms before diagnosis is made in the civilian 
population. There are several factors which 
have contributed to this prompt diagnosis of 
pulmonary tuberculosis in the Army. The 


soldier knows he has good, free, medical advice 
and treatment readily available, and that if he 
is sick his dependents are being looked after. 
These conditions do not hold in many civilian 
communities, with the result that the man does 
not seek competent medical advice early in his 
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illness, thus delaying the prompt diagnosis of 
tuberculosis. 

The average duration of service in the Army 
before these clinical cases of tuberculosis de- 
veloped was 6.6 months for those cases develop- 
ing in Canada and 12.7 for those occurring 
overseas. Those occurring overseas had an 
average of 7.7 months’ service in Canada and 
a subsequent 5 months overseas before clinical 
tuberculosis was diagnosed. 


CONCLUSIONS 


1. Between September 1, 1939, and March 1, 
1942, 1% of all men were rejected at time of 
enlistment because of pulmonary tuberculosis. 

2. The detection of these cases of pulmonary 
tuberculosis was almost entirely due to routine 
chest x-ray examinations carried out at time 
of enlistment. 

3. By means of this chest survey 3,600 cases 
of active or potentially active cases of pul- 
monary tuberculosis were discovered among 
men who considered themselves fit for active 
service. 

4. The detection and rejection of these cases 
of tuberculosis must have markedly decreased 
the amount of clinical tuberculosis developing 
in the Army. 

5. The detection of these cases of tuberculosis 
and their subsequent supervision by Public 
Health Authorities must favourably affect the 
tuberculosis problem in the civilian population. 


6. Only 114 eases of clinical tuberculosis have 
developed in Canada or been returned from 
overseas in the entire Canadian Army from 
September 1, 1939, to March 1, 1942, 

7. Of the 104 cases correctly admitted into 
the Army 96 had negative chests on x-ray and 
clinical examination on enlistment and eight 
had small apparently healed lesions. 


8. The policy of admitting into the Army 
cases with small calcified or apparently healed 
lesions would appear to be vindicated. 

9. The average time (2.7 months) from the 
onset of symptoms until the patient was under 
treatment for pulmonary tuberculosis was satis- 
factorily short. 
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POST-TRAUMATIC HEADACHE AND DIZZINESS* 


(A Stupy oF THE CausAL INJURY) 


By PETER O. LEHMANN, M.D. AND ARTHUR R. ELvinGE, M.D. 


Montreal 


T has been the experience of one of the authors 

that a large number of patients complaining 
of post-traumatic headache and dizziness have 
been improperly treated at the time of~the 
initial injury. To test the truth of this im- 
pression, it was felt desirable to obtain more 
concrete information concerning the original 
treatment in such eases. Herein a series of 
eases of post-traumatic headache have been 
studied in an attempt to investigate the treat- 
ment which each received following the original 
injury, to determine, if possible, what factors 
were responsible for the development of the 
symptoms. In the study of this problem, the 
following questions seemed pertinent: 

In what type of case does headache occur? 

Under what circumstances? 

Can it be prevented or cured? 

What is the mechanism ? 

Is the headache experienced at the site of the 
blow? Is is generalized or focal? 

Does it come early, during, or on completion 
of convalescence ? 

Is it associated with increased intracranial 
pressure or cerebral edema, with subarachnoid 
bleeding or with adhesions? 


Can it be prevented by lumbar puncture, by 
supervised bed rest or any other treatment? 

Does it occur in patients who have been 
operated on? 


Is it prevented by opening of the dura, by 
operation, by traumatic rupture of the dura 
with spinal fluid leak? 

Can it be made worse by too much bed rest, 
by psychological and compensation factors? 

A similar set of questions might be asked 
concerning post-traumatic dizziness, and even 
fatigue and other post-traumatic complaints. 


It is common knowledge that many patients 
complain of headache after head injury, and 
there are several ways of studying this problem. 
In the present analysis, only those patients 


*From the Department of Neurology and Neuro- 
surgery, McGill University and the Montreal Neurological 
Institute. 


whose symptoms were sufficiently severe to war- 
rant admission to this hospital for treatment 
will be considered. Many of them had been 
treated with spinal air insufflation or skull tre- 
panation with subdural air insufflation following 
the technique of Penfield..*}* Undoubtedly a 
number of patients were receiving compensation 
in one form or another or had litigation pend- 
ing. This was true in at least 17 instances, but 
none in the present series were considered to 
be suffering from a compensation neurosis. The 
series represents cases of post-traumatic head- 
ache after the exclusion of other causes of head 
pain from such conditions as afflictions of the 
temporo-mandibular joints, myositis, painful 
scalp wounds, cervical arthritis, ete. Five cases 
are included which were found to have subdural 
hematomata. 

Clinical material—The group consists of 92 
consecutive cases of post-traumatic headache and 
dizziness, which incidentally represents 100 ac- 
cidents, inasmuch as 2 patients were hurt on 
three different occasions and 4 on two occasions. 
The patients were questioned by letter concern- 
ing the original treatment received, and, when 
necessary, the hospital in which they were 
treated and the doctor in attendance. The 
patients were admitted to the Montreal Neuro- 
logical Institute for post-traumatic headache be- 
tween the years 1934 and 1940, inclusive. Sixty- 
seven of the patients were male and 25 were 
female. The average age incidence was 35.3 
years; the oldest patient was 70, the youngest 
11. Most of the patients were in the 3rd, 4th 
and 5th decades of life. 

The nature of the injury responsible-—Upon 
investigating the nature of the injury in each 
instance, it was found that 18 patients had suf- 
fered linear fractures of the vault, while 2 had 
. fracture of the base and 8 had minor depressed 
fractures, including one with a fracture of the 
outer wall of the frontal sinus. Thus, as a result 
of the 100 accidents with consequent post- 
traumatic headache, in only 27 was a fracture 
produced, while in 73 cases the head injury 
produced no evidence of fracture. They were 
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mostly minor injuries from the point of view of 
skull injury. 

As regards injury to the brain itself, it may 
be stated that there was an immediate loss of 
consciousness or lapse of memory denoting 
cerebral concussion at the time of the initial 
injury in only 65 of the 100 injuries. In 25 
cases this interval was longer than one hour, 
in 36 less than one hour and in 4 it was un- 
known. In 35 eases there was no loss of con- 
sciousness at all. The tendency for patients as 
well as witnesses to exaggerate the duration of 
unconsciousness must be recognized, while on 
the other hand the incidence of unconsciousness 
is often denied or not recognized in minor in- 
juries. Consequently, our data with regard to 
unconsciousness are probably minimal for the 
incidence, and maximal for the duration of un- 
consciousness. 

In only 6 cases was there evidence of a cere- 
bral contusion. In the present article contusion 
designates a condition in which there are definite 
focal or general signs of brain damage with 
blood in the cerebrospinal fluid, or there has 
been onset of seizures following the injury. 
Five cases of subdural hemorrhage were found 
in the series and were given the appropriate 
treatment. To recapitulate, only 27 of the 100 
head injuries had a fracture, and only 65 had 
had a possible coneussion of the brain, and only 
6 could be said to have had a cerebral contusion. 

Thus, in a re-investigation of each case, it 
was found that the majority of these patients 
with post-traumatic headache had had injuries 
which might be termed moderate or slight. 
None had had leaks of spinal fluid from either 
nose or ears, and only one may have had some 
leakage to the scalp through a reported de- 
pressed fracture in the frontal bone, probably 
involving the frontal sinus, That none of these 
patients had leaks of cerebrospinal fluid may 
simply be another evidence of the moderate 
nature of these injuries. Conversely, it seems 
possible that the presence of a leak of spinal 
fluid in severe injuries may tend to prevent or 
to minimize the occurrence of post-traumatic 
headache, just as we are inclined to believe, as 
we shall later attempt to show, that early lum- 
bar puncture has a similar effect. It may serve, 
in any event, to drain subdural or subarachnoid 
fluid which is trapped, or prevent, in some way, 
the mechanism developing which is responsible 
for the post-traumatic headache. In other 
words, the traumatic leak may act in a similar 
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fashion to lumbar puncture, producing a natural 
decompression. That this happens is frequently 
obvious in clinical experience. 

Headache.—Upon analysis of the available 
descriptions, the headaches fall naturally into 
two main eategories or fundamental groups. 
The first type of post-traumatic headache may 
be described as a dull, heavy, pulsating ache, 
a sense of pressure, fullness, or tightness of the 
head, which may or may not be throbbing in 
character. It is interpreted by the patient as 
being deep-seated. It is generalized as a rule, 
but occasionally unilateral, and fairly constant. 
We encountered 24 of this type among the 92 
eases, 26%. 

In contrast is the second or more prevalent 
type of post-traumatic headache, which is 
usually a sharp, shooting, stabbing, sticking, 
lancinating, focal pain, usually felt at one point, 
usually the site of injury (63%), with some 
degree of radiation to other parts of the scalp. 
It appears to be more superficial. There were 
68 of this type in our series of 92 cases, or 72%. 

The first type of post-traumatic headache oc- 
easionally, and the second type, frequently, is 
accentuated or influenced by change of posture 
of the head, or head movements. They are made 
worse on bending, standing and walking. They 
are occasionally relieved by lying down. Both 
types are usually accentuated by any form of 
excitement, fatigue, mental effort, exertion, 
changes in the weather, and occasionally by 
imbibition of aleohol, The majority fall into 
the second group, but many have both types of 
headache. There are certain other irregular 
types in which the headache appears to be on a 
neurotic basis. 

The headaches have commenced in the ma- 
jority of cases during the convalescent period.* 
This was true in 57 cases (61%), and in 8 other 
eases the headaches developed on completion of 
convalescence and resumption of work. In some, 
headaches did not commence until months later, 
and in others, there was a long free interval, 
with headache occurring during the convalescent 
period and recurring at a subsequent date. It 
may be added that, according to the histories 
available, a certain number of patients still had 
headache at the time of discharge from hos- 
pital. after their initial head injury and were 
sent home in spite of headache which, in our 
opinion, is not warranted. 


*i.e., after hospitalization or the period of complete 
bed rest. 
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To summarize with regard to the nature of 
headache, two types were noted, a generalized 
headache and a focal headache. Frequently both 
types occurred in the same patient. 

Dizziness—Upon special follow-up inquiry, 
with regard to the question of dizziness, it was 
discovered that 69 patients, or 76% of the series 
of 92, complained of dizziness. On analysis, 11 
patients had symptoms of ‘‘simple syncope’’ 
(feeling of faintness on suddenly adopting the 
erect posture), while 53 patients complained of 
a ‘‘postural type’’ of dizziness. Usually this 
dizziness was induced by stooping movements 
requiring change of head posture and generally 
independent of headache. Im 5 eases, how- 
ever, the dizziness came with exacerbations of 
headache. 

The question of lumbar puncture.—Of 70 pa- 
tients (of 100 initial injuries) upon whom we 
have accurate follow-up data on this point, only 
9 had had a lumbar puncture within 3 days of 
the accident, and only 5 of these 9 had had 
lumbar puncture within 24 hours of the acci- 
dent, while 61 had had none at all. In another 
10 patients it may be definitely assumed that 
no puncture was done because no physician was 
in attendance. This means that only 9 cases 
out of a known total of 80, or 11%, had lumbar 
puncture, and conversely that 71, or 89%, did 
not have this investigative treatment. 

Hospitalization and bed rest.—It was interest- 
ing that in only 31 instances out of the 100 
injuries was the patient treated in a hospital, 
while in 69 instances the patient was taken home 
immediately after the injury. The majority of 
these patients were treated by physicians, while 
a certain number were not under the super- 
vision of a physician at all. 

With regard to bed rest, there were 81 cases 
with adequate follow-up inquiry from this stand- 
point. It was found that 47 of the cases had 
had, in our opinion, adequate bed rest for their 
particular injury from the point of view of 
time only,* while of the remainder with inade- 
quate bed rest, 11 had had less than 7 to 10 
days of complete bed rest and 18 had had no 
bed rest whatsoever. We have included under 
the category of inadequate bed rest 5 cases who 
had received too much, having remained in bed 
for a period of 3 to 6 months, rather than an 
equal number of weeks. Incidentally, the re- 
latively few cases which had lumbar puncture 





*It is important that the period of bed rest be ably 
‘supervised. “See page 200. 
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also are among those which had had adequate 
bed rest. 

Result of air-insufflation treatment.—Fitty- 
eight out of 92 patients received therapy in 
the form of spinal insufflation of air, or by air 
injected under pressure into the subdural space 
through a trepanation at the site of maximum 
pain. Of these, 28 were markedly improved 
and able to resume their full activities, 9 showed 
moderate improvement and 7 showed no im- 
provement. Fourteen more were said to be im- 
proved at the time of discharge, but no further 
follow-up information is available. 


DISCUSSION 


Two principal types of headache have been 
described, the one a more general type of head- 
ache and the other a focal type of headache, gen- 
erally experienced at the site of the blow. We 
feel that both varieties have an organic basis. We 
have found that both types may be improved 
and in a large percentage of cases cured by 
spinal or direct subdural insufflation of air by 
way of a trephine opening (Penfield’?}*). We 
find it significant that the average head injury 
was of moderate severity in this series. This 
seems to suggest that the minor injuries are 
more apt to be neglected and the patients 
treated at home. 

We have been interested particularly in 
studying the question of bed rest, and also of 
lumbar puncture in this series. We find that 
47 out of 81 patients had adequate bed rest 
from the point of view of time only, while 9 
of the 80 patients with follow-up data on this 
point had lumbar puncture, and these all had 
adequate bed rest. None of the patients had 
had a cerebrospinal fluid leak from the ear or 
nasopharynx. We therefore wonder whether 
post-traumatic headache is less apt to occur 
where there has been a spinal leak, that the 
leak may replace lumbar puncture by produc- 
ing a spontaneous decompression of cerebro- 
spinal fluid. 

It has been our experience in the public out- 
door clinie and in private practice that patients 
who come with post-traumatic headache have, 
as a general rule, been poorly treated at the 
start. They have been treated in the out- 
patient departments of hospitals or at home, 
without adequately supervised bed rest. In 
addition, for a number of years it has been 
noted in a smaller personal series (A.R.E.) 
of patients, seen more recently (3 to 4 weeks) 
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after their injuries, that the usual patient has 
nearly always failed to have a lumbar puncture 
after the injury and has lacked adequate and 
proper supervision of rest treatment. It 
seemed, therefore, significant that the present 
series of cases, which have been admitted for 
the treatment of post-traumatic headache, 
should have been so lacking in this regard. 

Furthermore, there is an optimum period for 
bed rest. From general experience it is felt 
that this period of bed rest should be on the 
one hand long enough, but on the other hand, 
not too long. One of the authors had been 
called to see a case of post-traumatic headache 
and found that the patient apparently had mis- 
taken an order for 3 weeks’ bed rest for 3 
months’ bed rest! After telling him to ‘‘take 
up his bed and walk’’, the patient was rather 
speedily cured. 

The duration of complete bed rest should be 
graded according to the nature of the injury; 
for simple concussion, a few days to a week is 
sufficient; associated with moderate bleeding 
into the spinal fluid, from 12 days to 2 weeks is 
ample; with a more severe injury, from 18 days 
to 21 days is sufficient. Only in very severe 
injuries does one have to increase this length 
of time accordingly. This period of bed rest 
should be properly supervised to see that the 
patient does not have bathroom privileges and 
is efficiently nursed at complete bed rest, 
except for the possible adoption of semi- 
Fowler’s position during meal time in minor 
cases. We feel that it is an advantage to 
elevate the head of the bed on pins, so as to 
make a gentle slope, thus promoting the venous 
drainage from the skull and keeping pressure 
at a minimum. 

We feel that a lumbar puncture is advan- 
tageous, and if undertaken it is better to do it 
fairly soon after the injury, and if a great deal 
of blood is present, we like to repeat the punc- 
ture at certain intervals every day for the first 
3 to 4 days, skip one or 2 days and recheck the 
pressure. It occasionally happens that an in- 
crease of cerebrospinal fluid pressure develops 
a few days after the head injury, and without 
lumbar puncture one cannot determine this. 

It is felt that the early lumbar puncture is 
one important factor which tends to prevent 
the development of post-traumatic headache. 
Why this is so, it is not altogether possible to 
say. It is undoubtedly true that, in some cases, 
it has the effect of draining off subdural col- 
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lections of fluid. In other instances it has been 
our impression that by reducing the pressure 
and draining some fluid, the subarachnoid space 
is widened and early fibrinous adhesions are 
prevented from forming. It may be that the 
arachnoid is thus ruptured, preventing the 
traction of an arachnoid dural adhesion. It 
was felt by Sprong,* from experimental evi- 
dence, that the amount of blood removed in 
this way is not very great. We are not pre- 
pared to agree entirely with this point of view, 
but for the sake of brevity will not pursue 
the question. The information gained from the 
lumbar puncture helps very considerably in 
estimating the amount of damage, as well as 
the period of bed rest and the following period 
of convalescence required. Incidentally, it is 
also of considerable value for medico-legal 
purposes, 

It is therefore concluded from our past ex- 
perience and the present series of cases that 
early lumbar puncture tends to lessen the de- 
velopment of post-traumatic headache and is of 
distinct value in the treatment of head injury 
cases, and that the period of adequately super- 
vised bed rest is of equal importance. It may 
be added that a few words from the physician 
from time to time, explaining the man’s case, 
will help materially in getting the patient 
back to work in record time, and in minimizing 
the psychological effects of the injury. 


SUMMARY 


. A series of 92 patients with post-traumatic 
headache has been investigated. A special at- 
tempt has been made to evaluate the relative 
importance of bed rest and the advisability of 
lumbar puncture in the treatment of such 
injuries. 

Focal and general types of headache are 
described. It seems significant that the injuries 
were principally minor ones which are probably 
most apt to be neglected. Moreover, they were 
all ‘‘closed’’ head injuries and none had suf- 
fered a frank leak of cerebrospinal fluid into 
the nasopharynx or from the auditory meati. 

Two-thirds of the cases had been treated at 
home and a few of these did not have a physi- 
cian in attendance. The majority, 58 per cent, 
however, had a sufficiently long period of bed 
rest, so far as time is concerned, but that this 
period was adequately supervised is unlikely, 
especially when patients were treated at home. 
Only 11% of the patients had been given a 
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lumbar puncture during the course of their 
treatment, and only 5 out of 9 of these had the 
puncture within 24 hours of the injury. The 
authors feel that there is not only an optimum 
period of bed rest in a particular case, but that 
this interval should be ably supervised by the 
physician. 

The authors believe that lumbar puncture is 
important both in diagnosis and treatment, and 
may play an important rdle in the prevention of 
post-traumatic headache, in conjunction with an 
adequately supervised rest period and proper 
psychological handling of the ease. 
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RésuME 


92 cas de céphalée et de vertiges post-traumatiques 
ont été étudiés. La céphalée observée est généralisée 
ou localisée. Tous les cas ont trait 4 des traumatismes 
fermés. Les deux tiers des cas ont été traités & la 
maison, sans médécin. La plupart ont eu un repos 
suffisant mais mal surveillé. Neuf seulement ont eu 
une position lombaire. La durée du repos au lit doit 
étre variable et évaluée selon les cas: une moyenne de 
3 semaines constitue le temps optimum. II semble que 
la P.L. précoce empéche la céphalée post-traumatique 
et diminue les vertiges. La thérapeutique par insuf- 


flation sous-durale a amélioré un bon nombre des 
malades: 37 sur 58. JEAN SAUCIER 


CHRONIC CHLOROSIS AS AN OPERATION HAZARD 


(ANALYSIS OF 300 HySTERECTOMIES ) 


By W. F. Assort, B.A., M.D., C.M., St. Boniface Hospital, Winnipeg, AND 
J. D. Apamson, B.A., M.D., M.R.C.P.(Epin.), F.R.C.P.(C) 


University of Manitoba Medical School, Winnipeg 


RGANIC diseases of the cardio-vascular, 

respiratory and urinary systems have long 
been recognized as complications increasing 
surgical risk. The same cannot be said of the 
anemias, though in a general way it has been 
recognized that a low hemoglobin increases the 
operative risk. It is not uncommon for patients 
to be subjected to major operative interference 
with only -a superficial investigation of their 
blood condition. This is to be deprecated be- 
cause: (a) Low hemoglobin is extremely com- 
mon in females and it cannot be estimated by 
the general appearance of the patient. (b) 
Anemia, from any cause, constitutes a surgical 
risk second to none. (c) Most patients with 
anemia can have their blood greatly improved 
or corrected by simple preoperative treatment. 

Closer investigation of our postoperative 
complications made it apparent that the greatest 
difficulty arose in those cases with a long history 
of anemia: the simple chronic hypochromic type 
more so than the acute secondary group. The 
possible contributory causes of this condition 
vary from ease to case: chronic hemorrhage, 


a part in many. 


infection, over-work, and diet deficiencies play 
However we must look else- 
where for the cause of many cases and pre- 
sume the existence of a ‘‘chlorotic tendency’’ 
and designate the whole group as ‘‘chronic 
chloroties’’. 

The word ‘‘chlorosis’’ makes us think of that 
subacute blood condition that was commonly 
diagnosed up to twenty years ago in females at 
adolescence and young womanhood. It is now 
comparatively rare, but in its place we have an 
exact counterpart, as a more chronic condition, 
at a later period of life. The main character- 
istics of this anemia may be enumerated as fol- 
lows: (1) It is unique in that its incidence 
is almost 100% in females. (2) Chlorosis 
has a definite relationship to the reproductive 
function, appearing first at the age of sexual 
maturity, and evidently associated with endocri- 
nological re-adjustment at this period. Again, 
the common anemia of pregnancy is in all 
respects chlorotic, usually disappearing after 
confinement but sometimes persisting as a chronic 
hypochromie (chlorotic) type. The relationship 
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to reproduction is further suggested by the fact 
that it rarely occurs in women who have not had 
children. It may persist after the child-bearing 
period is over but is never initiated after that 
age. (3) This anemia has a particular pre- 
dilection for fair people, especially rufous 
blondes or red heads, This is possibly associated 
with a poor general pigmentary function of 
which hemoglobin formation is a part. Our 
Indian and half-breed women are particularly 
liable to chronic anemia, probably from dietary 
deficiencies. 

The signs and symptoms are usually ap- 
parent. The sclera is usually blue; tongue 
smooth and not atrophic as in _ pernicious 
anemia; finger nails thin, brittle, longitudinally 
striated and finally concave or spoon-shaped; 
the spleen may be palpable in more advanced 
eases. Hydrochloric acid is low or absent on 
gastric analysis and the blood has a low colour- 
index, with a tendency for the cells to be 
smaller in size on the average. Symptoms vary 
enormously, but usually an old long-standing 
history suggesting anemia can be obtained. 
Often no special complaint is made before the 
hemoglobin content is well below 50%. Dys- 
pnea, weakness, palpitation, irritability, general 
fatigue, and peculiar distortions of appetite are 
common. 

To obtain a fair and comparative analysis of 
the surgical risk, complications met with and the 
treatment necessary to improve our results in 
this ‘‘chlorotic group’’, we considered it essen- 
tial to study one major surgical procedure 
earried out under similar conditions with a 
more or less standardized technique. The treat- 
ment of uterine fibroids, so often associated with 
menorrhagia and secondary anemia, was chosen 
for investigation. Three hundred consecutive 
eases have been analyzed where some form of 
hysterectomy was performed in St. Boniface 
Hospital by members of the gynecological staff. 
No eases with pernicious anemia, Banti’s dis- 
ease, leukemia, or other of the well known blood 
diseases are included. 

The 300 cases can be divided into the follow- 
ing sub-divisions: (a) 244 cases in whom the 
hemoglobin estimation was 65% or over on ad- 
mission. An occasional early case had no record 
of a blood examination and was probably er- 
roneously considered normal; (b) 56 cases where 
the hemoglobin was below 65% on admission 
and had to be corrected before operation (17%) : 
(1) 31 eases of secondary anemia resulting from 





recent hemorrhage; (2) 25 eases of the ‘‘chronie 
chlorotic type’’. 

A total hysterectomy was performed in 67 
instances and the sub-total operation on the re- 
maining 233 cases. Complications were so near- 
ly identical in the two groups that no signifi- 
cance was primarily attached to the type of 
operation performed. 

The following tables give the results of our 
investigation. 


TABLE I. 
Death rate 
percentage 
AMIE COROS cicis\d aie sian eee wal eae 6in300= 2.0 
PNGHIBAUEDIGOE: — 55.6050 5010. San ew Seas 3in 244=—= 1.23 
Low hemoglobin: 
UMN 2 trp Se aioe ee wee 3im56°= 5.35 
Recent secondary <.......... O0in3l = 0.0 
Chronic: chlorotic. ...i6c..... 664s 3in25 =—12.0 


One-half of the deaths occurred in the small 
group of 25 chronic chlorotics. The death rate 
for total hysterectomy was 2.98% and for the 
subtotal operation 1.71%. 


Death 1.—Mrs. H., aged 47; 2 children; chronic 
anemia for years. Menorrhagia for 3 years. Hospital 
29 days. Blood pressure 110/60. Hemoglobin 35%. 
Red blood cells 2,060,000 on admission. Hemoglobin 


67%. Red blood cells 4,520,000 at operation. Treatment: 


ferrous sulphate and blood transfusion. Subtotal hyster- 
ectomy in 30 minutes. Died of shock within 24 hours. 

Death 2.—Mrs. H., aged 43; 4 children—treated in 
the out-patient department as anemic for 10 years. 
Hemoglobin raised to 70% and red blood cells to 
4,247,000 before admission. Moderate albuminuria. 
Total hysterectomy in 50 minutes. No shock. Died of 
endocarditis in the second week. 

Death 3.—Mrs. Y., aged 42; 3 children. Blood 
normal, Previous health good. Blood pressure 150/100. 
Subtotal operation in 45 minutes, Died of peritonitis on 
10th day. 

Death 4.—Mrs. K., aged 46, 5 children. Very fat; 
chronic chlorotic for years. On admission hemoglobin 
23%, red blood cells 2,680,000. At operation hemo- 
globin 74%, red blood cells 4,650,000. Treatment: iron, 
cupron and two blood transfusions. Subtotal hysterec- 
tomy in 45 minutes. Died on operating table of acute 
pulmonary collapse. No emboli found at autopsy. 

Death 5.—Mrs. M., aged 57; no children. Normal 
blood. Past history irrelevant. Subtotal operation in 50 
minutes. Developed peritonitis, pelvic abscess and myo- 
cardial failure, with death 59 days after operation. 

Death 6.—Mrs, F., aged 43; 4 children, blood pressure 
140/70. Blood condition—hemoglobin 70%; red blood 
cells 4,000,000. Total hysterectomy in 50 minutes. 
Moderate ileus. Died of pulmonary emboli suddenly on 
15th day. 


After consideration of the general complica- 
tions as depicted in Table II the following 
observations may be made. Infection of the 
wound occurred five times as often when the 
hemoglobin was low and six times more. fre- 
quently in the chronic chlorotic group. All 
wounds not healing by primary intention were 










Sept. 1942] 





ABBOTT AND ADAMSON: CHLOROSIS 


TABLE II. 


GENERAL COMPLICATIONS IN PERCENTAGE 





Infected 
Complications wounds | Ileus 
See GN Gs os hk nes CHR Sa ts 8.0 8.0 
Total normal blood (244)......... 4.5 5.3 
Total low hemoglobin (56)....... 23.2 19.6 
Recent secondary anemia (31)....| 19.3 12.9 
Chronic chlorotic (group 25)...... 28.0 28.0 


considered to be infected. Ileus occurred 314 
times more often in the total anemic group and 
514 times more often in the special chlorotic 
eases. We considered ileus as imminent when 
vomiting occurred with upper abdominal dis- 
tension and promptly instituted continuous 
gastric-nasal suction. The anemic group showed 
poor resistance to combating peritoneal infec- 
tion and this lack of protection increased 13 
times in the chlorotic group. Shock occurred 
6 times more frequently in this special group 
and tended to be much more pronounced. 
Phlebitis was 25 times more common in the 
chlorotic group and a low hemoglobin is con- 
sidered to be the main contributory factor in 
this complication. Pulmonary complications, 
such as atelectasis and emboli, showed a similar 
alarming incidence. 

Considering the sum total of all complica- 
tions we find that there were 17.5 postoperative 
lesions per 100 operations among those with a 
normal hemoglobin content; this figure rose to 
90.7 in the total anemic group and up to 136.0 
per 100 operations in the patients diagnosed as 
chronic chlorotics. All the above complications 
are not directly the result of anemia but a low 
hemoglobin level must be considered as a 
danger signal of the greatest importance. 


PREOPERATIVE TREATMENT 


Provided a. definite diagnosis of chronic 
chlorotic anemia is established, we have found 
only one form of treatment satisfactory, and 
that is massive doses of iron. It matters little 
what form of iron is used, provided that the 
patient receives about one gram of the metal 
per day. This means about 90 grains of ferri 
et ammon. citrate, 45 grains of ferrous sulphate, 
or 20 grains of reduced iron. One cannot pre- 
dict the optimum dose in any given case. 
Gastro-intestinal symptoms, such as nausea, diar- 
rhea, or constipation, can be overcome by 
starting with small doses and gradually increas- 
ing. We have frequently given as high as 100 





Pulmonary 
Peritonitis | Shock | Phlebitis | Atelectasis emboli 
2.6 7.6 3.3 5.6 3. 
1.2 4.09 0.8 3.7 2.0 
8.9 23.2 14.3 14.3 10.7 
3.2 19.3 6.4 3.2 9.6 
16.0 28.0 ° 24.0 28.0 12.0 


grains of ferrous sulphate daily without 
causing symptoms. 

Whether the total daily amount is given in 
large doses or in small hourly amounts is a 
matter of choice. Intra-muscular iron is slowly 
absorbed, has not the effect of massive oral 
dosage, and is rarely used. Liver therapy has 
little effect on this type of anemia. The prac- 
tice of quickly raising the hemoglobin level in 
chronic anemics from roughly 35 to 70% by 
direct transfusion of blood and then subjecting 
the patient to a major surgical operation is not 
considered to be a rational procedure. The 
chronic chlorotic rarely needs blood transfusion 
unless complicated by a sudden hemorrhage; 
they have been ill for months or years and a 
few weeks delay under treatment, is really not 
a loss of time. Transfusion of blood raises the 
red cell count for a few days only; there 
has been no actual permanent stimulation of the 
bone marrow or other blood regenerating 
mechanism, Get the process of blood regenera- 
tion well established by iron therapy and use 
transfusion of blood as an additional adjuvant 
in the final few preoperative days or to com- 
bat postoperative complications, but never as 
the basic therapy, to elevate a chronically low 
hemoglobin level. This fact was well illus- 
trated by a small group of seven cases who 
were rapidly prepared by transfusion. The 
postoperative record of complications was in- 
fected wounds, ileus, and peritonitis 28.5%, 
shock 57.1%, phlebitis 14.3%, and pulmonary 
complications 42.7%. 


CONCLUSIONS 


1. Chronic anemia is very common in women 
between the ages of 30 and 60 years. 

2. It can be almost invariably corrected by 
proper therapeutic massive dosage of iron. 
Relapses are common. 

3. It constitutes a most serious hazard when 
major surgical interference is contemplated. 
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4. Postoperative complications are increased 
by 2—500% both in number and severity, as 
compared with a group of normal cases. 

5. Recognize thorough blood investigation as 


an essential preoperative requirement. Defi- 
nitely diagnose the ‘‘chronie chlorotic’’, and 
then take ample time for an adequate prepara- 
tion of your patient. 


NATIONAL HEALTH AS A POST-WAR PROBLEM* 


By R. E. WopeEnHousE, O.B.E., M.D., D.P.H. 


Deputy Minister, Department of Pensions and National Health, Ottawa 


HEN an architect, or an engineer, receives 

the privilege of designing a structure, he 
completes detailed drawings of the project. 
He lays out what he thinks will be the most 
useful design. He plans to save materials, 
labour and other costs in both construction and 
maintenance of the completed enterprise. 
Finally, he surveys the chosen location as to 
climate, distance from supplies of different 
essentials and the contour of the site, and he 
digs test pits to establish the texture of the 
subsoil or rock. 

Similar study efforts are carried out by those 
proposing new programs in finance and govern- 
ment. Every time new legislation is prepared 
for presentation to the Cabinet, as much time is 
spent endeavouring to estimate and place on 
paper the cost over a period of years, two to 
three decades, to the Federal Treasury in addi- 
tion to any estimated new sources of income 
associated with the program, as is spent on the 
other phases of the presentation. 

This has been done frequently by the Depart- 
ment with which I am associated. The Pension 
Act for ex-service men of the Great War has 
often been amended, usually with increased 
benefits to the pensioner. The cost of the addi- 
tional assistance based upon the estimate of the 
living ex-soldiers who may be expected to be 
able to qualify under the new legislation and 
the forecast of the total years of expectancy 
of life, at the average present age of surviving 
ex-service men, gives us the basis of the 
estimated cost over a stated period, when it 
will reach its highest cost and the rate of de- 
cline of cost after that year of maximum pro- 
vision. 


HEALTH INDEXES 


Let us see what has been happening to the 


* Address given at the 75th Annual Meeting of the 
Canadian Medical Association, Jasper Park, Alta., June, 
1942. 


death rates of our people during the last two 
decades. 


Non-Pul. All TB. All Inf. Pul. 

TB. deaths causes deaths TB. 
1921 15.7 87.7 11.5 102 72.0 
1931 13.6 73.9 10.1 85 59.9 
1940 10.1 50.9 9.8 56 40.8 


Why were figures from the Bureau for 
syphilis not included? Because syphilis and 
neuro-syphilis figures from the Bureau of 
Statistics do not show any improvement. Is 
this due to a combination of: (a) Failure on 
the part of doctors to report the proper cause 
of death? (b) Do they mis-diagnose? (c) Do 
they refrain from recording a stigma? (d) 
Do new diagnostic clinics, better equipped and 
more numerous, result in the reporting of more 
cases, thus masking an actual reduction of total 
syphilis cases? 

I think this latter factor is the one concealing 
the progress which I am sure is occurring. 


Now as to syphilis and neuro-syphilis. The 
Department of Pensions and National Health 
has a brighter story from studies of ex-soldiers. 
Syphilis has been changing in its virulence. 
Syphilis behaves like most other infections. 
Some people have practically no resistance at 
all. In some people, the disease is mild and 
its sequele almost negative, in spite of 
neglected modern treatment, but over 90% 
need modern treatment, and complete treat- 
ment, and its omission gives about the same 
incidence of sequele as before the identifica- 
tion of the organism and the discovery of the 
influence of arsenicals. When modern treat- 
ment is carried out, neurological sequele are 
reduced to a small fraction, as estimated 20 
years after treatment, compared with pre- 
arsenical treatment. 


It might be interesting to know that we have 
obtained figures since the war began as to the 
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incidence of syphilis among adults. These 
figures are not National Defense studies or 
information. 

In over 100,000 of one group we find positives 
running to 7.8, with average of 3.8%. We at 
first thought Alberta was going to show a 
definite index of improved condition in its 
people due to having the best anti-syphilitic 
campaign, in our opinion, of any Province in 
Canada. It stayed around 3% when no other 
area was indicating such a low index. How-_ 
ever, with the passage of time, the index has 
more nearly approached that of the other areas, 
although it is still the lowest. 

As to another group exceeding 100,000, the 
index is working out below 1% positive. Some 
day we may be able to discuss these figures 
freely and draw conelusions as to the causative 
factors. At any rate, it shows a condition in 
Denmark not too ‘‘rotten’’. 

During this war, we should have two ad- 
vantages, less virulence and improved curative 
agents. 

Now to revert to the figures given in the 
table; the general death rate from all causes 
has been disappointing in its rate of downward 
progress. For all Canada, it is encouraging. 
For the Provinces with the greatest decreases, 
three only dropped as much or more than the 
all Canada rate. They are those who still had 
rates over 13.5 in 1921, viz.; Prince Edward 
Island, New Brunswick and Quebec. The three 
Prairie Provinces, which had rates in 1921 de- 
cidedly lower than all Canada as in 1940, have 
remained practically unchanged. 

There are three diseases which are controllable 
by modern effort, leadership and the judicious 
expenditure of public funds. They are: (1) 
non-pulmonary tuberculosis, influenced by pure 
milk supply; (2) pulmonary tuberculosis, in- 
fluenced by income and home well-being, early 
diagnosis and segregation; (3) infantile death 
rates, influenced by straight health education 
in the home. 

Ontario’s is the only infant death rate in 
1940 which is less than 50% of its 1921 rate. 
The pulmonary tuberculosis death rate in 
Ontario is the only one which is anywhere near 
one-third of the 1921 rate; the only non-pul- 
monary death rate which is nearly one-third of 
its 1921 rate is in Ontario. 

Now for another phase of pension observa- 
tions. What happens to amputees? In other 
words, those who have carried a heavy loading 





of rates by insurance companies. They live 
longer when pensioned than the ordinary 
citizen. They have fewer hospital treatment 
episodes. Social security, we think, does the 
trick. They have a sheet-anchor in pension. 
They have the highest preferment in Civil 
Service appointments, They have hospitaliza- 
tion always provided for any sickness, and full 
hospital allowances if being treated for their 
pensionable disability. 


SoctaL SECURITY FOR CIVILIANS 


Probably all handicaps in their development 
may be influenced by the State helping improve 
its facilities to give each citizen the well-being 
to which he is entitled. Give him the assurance 
of continued provision for himself and his de- 
pendents of the necessities of life and the privi- 
lege of employment to earn them. Give him and 
his, medical supervision to detect developing 
disease in the individual, stop its progress and 
prevent its developing in the individual’s de- 
scendants. Proper medical treatment for all, 
will limit the spread of the infection, the handi- 
cap resulting, and often anticipate and thwart 
diseases becoming clinical by early detection. 

How could any civilization hope for a greater 
opportunity for doing good than to provide the 
necessary agencies to bring about such a de- 
crease of suffering and unhappiness? 

How far have we gone in this tempting field 
of social improvement? <A hurriedly prepared 
list of functioning services in parts of Canada 
is as follows: 

1. We have had for years, institutional care 
of the mental cases who roamed about homeless 
and uneared for, to be imposed upon by others 
who must have suffered from mental deficiency 
of another type. 

2. Mental clinics and guidance to help mend- 
able or marginal cases. 

3. Free diagnosis and care of all tuberculous, 
and some social disease cases. 

4. Non-contributory old age pension. 

5. Non-contributory old age pension for the 
blind. 

6. Non-contributory mothers’ allowance to 
hold the families together which have been 
visited by misfortune. 

7. Medical care (including hospitalization) 
for old age, including blind pensioners, and 
mothers’ allowance recipients. 

8. Free preventive agents for controllable 
diseases. 
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9. Unemployment relief. 

10. Unemployment insurance, which will give 
social security to a large mass of our people. 
We may expect the same influence only more 
accentuated than has accrued to the pensioners 
of the last war. 


11. More uniform and more easily obtained | 


medical care for unemployed families. 

12: Provincial workmen’s compensation, 
medical care and rehabilitation under selection 
based on scientific mental classification. 

13. Compensation for injury, when employed, 
of all pensioners between 25% and 79% assess- 
ment of entitlement, by Federal Government. 

14. Medical services in industry. 

15. Supervision and placement of children 
with foster parents to diminish institutional 
care and influence for the better, by home 
paternal supervision and personal interest. 

16. Health Insurance groups. 

17. Medical care and pension for all men and 
women in our defence forces—over 400,000. 

18. Medical care for ex-service men for one 
year after discharge. 

19. Medical correction of defects for military 
service. 

20. Medical care for the R.C.M.P. 

21. Medical care for the Indians and Esqui- 
maux. 

22. Municipal doctors’ services in western 
Provinces. 

23. Medical care and benefits to all A.R.P. 
personnel, merchant sailors, fishermen and 
others injured by direct enemy action. 

24. Medical examination of all civil servants 
upon employment for acceptance. 

25. Medical supervision of all sick leave and 
discharge for ill health from the Civil Service. 
26. Financial grants to expectant mothers. 

27. Allowances during training for dis- 
charged men preparatory to re-employment. 

28. A Federal classification centre is being 
established to decide for ex-service men their 
mental ability for application in any job which 
might be chosen for them. This also would 
endeavour to determine the type of employ- 
ment most promising for them. 

29. Insurance for property damage by direct 
enemy action. 


30. Contributory superannuation and sick 
leave (on salary) and annual vacation for Civil 
Servants. 


31. Appeal against dismissal of Civil Servants. 


Wuat NExtT? 

It will be evident in this very ragged review 
of some of the facilities at present operating in 
Canada, and parts of Canada, that we are not 
entirely negligent. 

The experience of the Department of Pen- 
sions and National Health, based on social 
security measures, provided for the ex-service 
men, especially the pensioners of the last war, 
should be helpful. Our new measures added to 
those, provided for beneficiaries of the last war, 
to help those in the new war, are already in 
operation. 

There are three major developments under 
way in this Department. 

Reconstruction research.—Under the Honour- 
able the Minister’s Committee of the Cabinet, 
an interdepartmental committee has been set 
up under the chairmanship of Brigadier Gen- 
eral McDonald, with many hardworking sub- 
committees functioning to formulate plans and 
provisions for the ‘‘ After the War’’ period in 
Canada. They have made very great progress 
and have already formulated two Bills to be 
passed by Parliament to facilitate parts of 
their program. 

Rehabilitation branch. — Under Associate 
Deputy Minister Walter Woods, a Branch has 
been set up in the Department, to institute 
welfare machinery to offer the ex-service men 
(all of them, not pensioners only) every 
possible welfare assistance. 

Health Insurance.—Under the Chief of the 
Health Branch, Dr. John Heagerty, there has 
been provided by Cabinet authority, an inter- 
departmental committee to prepare a report on 
‘‘ways and means’’ of carrying out Health In- 
surance in Canada. He has been authorized to 
bring committees of many professional and lay 
organizations to his office to discuss these 
‘‘ways and means’’. 

The Honourable the Minister and the De- 
partment, assisted by the best economists in 
several Canadian universities, psychiatrists, 
psychologists, employers, employees, farm re- 
presentatives, and other men, under the three 
above-mentioned activities, are really quite 


seriously engaged in making progressive plans 
for all of our people after the war. 


We know some diseases are epidemic, some 
endemic, and, where preventable, these are a 
Health Department responsibility. We know 
other diseases are systemic and may be in- 
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fluenced by early diagnosis and their progress 
delayed or stopped by treatment, diet and self- 
control, upon proper advice being made avail- 
able. We know that many conditions, not 
mental even, come from overstrain, anxiety, 
lack of what has now come to be known as 
social security, assurance against want, both 
physical, mental, financial and medical. 

We know our pensioners of the last war at 
the average age of 52 have an expectancy of 
life of two and one-half years exceeding that 
of the balance of our population at the samé 
age. ; 

It seems to the Department, and its Minister 
has said, that all of our people are entitled to 
the same happier state. 

Canada’s experience since the last war, our 
advanee in conception of our public obligation 
to our fellows, our preparation by organization 
and planning as well as financial provision and 
the appointment of expert staff, will make 
possible our greatest achievement in this field. 
The ex-service man’s rights are being estab- 
lished while he serves. Suitable placement, as 
with the army now, is being planned, under the 
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direction of a committee of experienced psycho- 
logists, psychiatrists and business men. Guar- 
anteed reinstatement in old jobs upon the 
soldier’s return and trained social workers as 
placement officers to assist those desiring such 
services, give the man a new sense of security. 
Facilities to arrange for his training in employ- 
ment in which it is considered he may make 
good, are now provided and allowances for the 
support of his family during this period of re- 
adjustment, grants him the necessary assurance 
to face his new world. 

What matters more than making all our 
people, happier, healthier and more secure in 
mind? If it has proved possible for ex-service 
men of the last war and their families, with 
only half a program, it will render dividends 
beyond our conception when applied 100% in 
provision for all of our people. 

Our people should be born well, fed well and 
educated well. They all should have economic 
and artistic opportunities. They should have 
opportunities for enjoyment of body and mind. 
This should be our aim. 


CUTANEOUS URETEROSTOMY AS A MEANS OF RELIEF IN CONTRACTED 
TUBERCULOUS BLADDERS 


By W. A. Dakin, M.A., M.D., C.M. 


Regina 


AM reporting a short clinical study concern- 

ing the operation of cutaneous ureterostomy, 
with particular reference to the results of the 
operation. The subjects of this brief discussion 
are, with one exception, all patients of the 
Saskatchewan Anti-Tuberculosis League. 

This operation for diversion of the urine from 
the bladder to the skin of the groin, does not 
receive marked attention in the textbooks, so 
far as I have noticed, It seems to be looked 
upon as a sort of ‘‘poor relation’’ of the more 
spectacular transplantation to the bowel. It 
also appears that for several years now there 
have been very few articles reporting cases, or 
otherwise discussing the procedure in its surgi- 
cal application. After I decided to get my few 
eases together I was interested to note that 
within the last few weeks or months, two short 
papers have appeared in one of our Journals. 
However, there are very definite indications for 
cutaneous ureterostomy, and when these are 





complied with it offers a measure of relief and 
satisfaction to both patient and doctor such as 
is not excelled by any other operation in the 
field of surgery. It may well be that some of 
us have witheld this procedure because of the 
fact that the patient will have to wear a 
catheter or some sort of drainage apparatus for 
the rest of his life. My experience assures me 
that we need not concern ourselves with this 
aspect of the matter. The patient himself will 
gladly assume the far from arduous task of 
earing for his drainage, if in exchange he is 
freed from the thralldom of his one ounce or. 
one-half ounce bladder. 

In general terms, the operation finds its ap- 
plication in eases of hopelessly contracted blad- 
ders from whatever cause, and in my own series 
of cases this cause has chiefly been chronic 
tuberculosis. This seems to be the experi- 
ence with most of those who report their work, 
although the operation is frequently per- 
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formed in preference to bowel anastomosis, in 
malignant diseases of the bladder and prostate, 
for the purpose of affording temporary relief, 
and also in cases of intractable interstitial 
cystitis. To quote from the interesting contri- 
bution by Dr. Edward L. Keyes: ‘‘Indeed if 
further observation confirms my impression, it 
is not impossible that, in the long run and for 
conditions other than tuberculosis, drainage of 
the ureter to the skin may be found to compare 
favourably with that through the bowel, both 
in the point of infection and secondary stone, 
and in the preservation of renal function to a 
degree that outweighs the inconvenience of the 
drip.’’ 

What might be called the ideal indication is 
found in those patients who have one remaining 
kidney in good functioning condition, but with 
little or no bladder left to contain the urine. 
This is an unfortunate situation found in a 
proportion of patients who have had a kidney 
removed because of tuberculous infection, but 
in whom the bladder condition has either not 
improved or has steadily progressed from bad 
to worse. For such as these, it is a sure and 
certain form of relief which will prolong their 
lives in comfort for many years. 

Occasionally in tuberculous or other patients 
the indication will arise for transplantation of 
both ureters to the skin. This presents a some- 
what more complicated problem with respect to 
future drainage, but by no means one that need 
create any particular worry. 

It is somewhat beyond the scope of this paper 
to discuss or compare the various methods of 
urinary diversion, as applicable in various cir- 
cumstances. Our effort in the field of operative 
interference should be designed to provide the 


greatest possible relief, with the minimum of 
surgery. 


METHODS OF DIVERSION 


Diversion to the bowel.—Diversion of urine 
to the bowel, even with the recent improvements 
and simplifications in technique, carries a high 
mortality and many patients would not be suit- 
able risks. Dilated ureters do not lend them- 
selves well to this procedure. There is more 
danger of ascending infection and ealculus 
formation, and the tract is closed to internal 
medication and treatment. On the other hand, 
if the anastomosis is successful, the patient is 
not troubled with external drainage. However, 
when urine has to be evacuated from the bowel, 
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the patient must always find some toilet or other 
shelter, and there must be times when this 
becomes a matter of some moment. | 
Nephrostomy drainage—Except when used 
as an adjunct to some concurrent kidney opera- 
tion this is chiefly done as an emergency, under 
various circumstances, or as a preliminary to 
some future operation, It is an operation that 
can be performed with somewhat greater safety 
and speed than cutaneous ureterostomy, but it 
is not satisfactory for permanent drainage. The 
tube frequently gets dislocated and cannot be 
re-inserted, and the patient will always require 
assistance in the management of his drainage. 
Cutaneous ureterostomy drainage.—The ad- 
vantages and disadvantages of this operation 
may be clearly and briefly stated as follows: 
(a) The operation is comparatively simple and 
the immediate mortality very low. (b) Any 
type of ureter can be transplanted. (c) The 
urinary tract is not closed but available for 
topical treatment. (d) The way is left open 
for other procedures if complications arise, 
such as a second transplant at a higher level, 
or nephrostomy drainage. Quick and _per- 
manent relief is given for intolerable suffering 
with a minimum of danger. The chief, and 
perhaps only disadvantage, concerns the per- 
manent external drainage and this is one, as I 
have pointed out, which can be largely ignored. 


GENERAL CONSIDERATIONS 


I may repeat at this juncture, that I am only 
reporting these cases for what they are worth. 
No doubt many of you have experienced the 
same feeling of satisfaction as I have, with this 
class of patient. After months or even years 
of great discomfort, when the whole conscious 
being of the individual has been concentrated 
on the act of voiding, the act of squeezing out 
a few drams of liquid fire from a tortured 
bladder, when there is no respite by day or 
night, verily these patients seem to have upon 
them the curse of MacBeth: 

‘¢Sleep shall neither night nor day, 


Hang upon his pent-house lids, 
He shall live—a man forbid.’’ 


Fortunately this whole scene can be changed 
in a comparatively simple manner. When one 
sees these patients after operation actually en- 
joying, for the first time in many months, a 
deep and refreshing sleep, scarcely wishing to 
be disturbed for meals, baths or such other 
hospital routine—now unimportant by compari- 
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son—one must feel that something worth while 
has been accomplished. 

Notes on the operation.—It is only necessary 
to emphasize certain points. A generous lateral 
incision, similar to that of Gibson, is made, hav- 
ing in mind that the ureter is to be brought to 
the surface two or three fingerbreadths inside 
the anterior superior spine. It is better to plan 
the opening somewhat below the level of the 
spine in case that at some later date, for one 
reason or another, it may become necessary to 
provide a new outlet, and thus a higher site is 
then available. However, this is quite unlikely. 

Muscle layers are divided in the usual man- 
ner, the peritoneum reflected toward the mid- 
line, and search made for the ureter where it 
lies in the depths of the wound and protected 
by its peritoneal covering. It is not always 
located without some difficulty, Some operators 
have the ureter catheterized beforehand to 
assist in its location. Perhaps it can be sought 
and found more easily at the pelvic brim where 
it crosses the iliae vessels near the bifurcation. 
Having been found, it is then freed from cover- 
ing structures both upward and downward for a 
sufficient distance, and ligated close to the blad- 
der. The vas deferens crosses to its inner side 
at this point, but the vas seldom is seen or 
disturbed. 

Now the freed ureter is lifted up to the skin 
surface and a suitable point in the incision is 
decided upon where it. will be permanently 
fixed. One checks carefully the length of the 
ureter available, to be certain that it has been 
sufficiently freed toward the kidney so as to be 
easily movable, and special care must be taken 
that when the ureter is finally fixed in position, 
its passage from the pelvis of the kidney to the 
skin will be practically straight or have just a 
gentle curve, and certainly there must be no 
kinks or angles. The wound is now drawn to- 
gether in layers, but no stitches are to attach 
the ureter to these layers, because of some 
danger of sloughing or interference with the 
straight alignment so necessary for successful 
drainage. When it comes to closing the skin 
incision around the ureter, which should now 
be protruding about 114 inches beyond the skin 
level—the question of lightly tacking the serous 
coats to the margin may be considered. In 
eases of large thickened ureters, one may feel 
like doing this. In any event, a rubber catheter 
with double eye, size 12, 14, 16, or 18 French 
as occasion demands, is now placed in the 


ureter, advanced to the pelvis, and left there. 
The length of the ureter emerging beyond the 
skin margin (see above) is bound to the catheter 
by two or three small tape or silk ligatures. 
This part will slough away in a week or so, 
leaving the permanent sinus flush with the skin. 
The rubber catheter may be more securely held 
in place as suggested by Cabot, by leaving long 
the silk-worm gut sutures used to close the 
wound, adjacent to the opening, and tying the 
ends around the catheter. This completes the 
operation. 

I have noticed that while the ureter may only 
take a 12, or 14 catheter at the time of operation 
it appears to dilate as time goes on and a 16 
or 18 catheter may easily be inserted, and these 
sizes are preferable to the smaller ones. 

I wish to mention that in none of these cases 
was the contracted bladder removed. In the 
small contracted bladder of tuberculosis there 
does not appear to be any necessity to do this, 
and following diversion of the urine, the re- 
mainder of the bladder appears to atrophy and 
contract further, leaving a small harmless mass 
of tissue. This procedure would of course, not 
be applicable where the urine is diverted as in 
the case of cancer of the bladder, for in such 
eases, if circumstances permit, the bladder must 
be removed. 

After-treatment. — No tedious and nerve- 
racking ritual with regard to diet, bowel con- 
trol, ete., needs concern us, as it does in the 
case of bowel transplantation, Nevertheless, the 
eatheter and the drainage must be watched very 
carefully to ensure against displacement or ob- 
struction. We certainly do not want that 
eatheter disturbed or blocked for a week or ten 
days at least. If we suspect the probability of 
alkaline deposits, the catheter and pelvis of the 
kidney should be irrigated with 144% acetic acid 
once or twice daily. The patient should have 
plenty of fluids at all times to keep the urine 
bland and dilute, and free of mucus and sedi- 
ments which might interfere with the drainage. 
Properly selected antisepties will do no harm 
and possibly much good. In ten days or so the 
extra-marginal portion of the ureter will have 
sloughed, and the permanent skin sinus will 
have formed. As long as drainage is free and 
satisfactory there is no occasion to remove the 
original catheter for three or four weeks. . 

Later after-care of the patient—The patient 
ean carry out the necessary treatment himself 
without difficulty so long as he has a good 
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straight passage from the kidney pelvis to the 
skin to work on, and this the operator has at- 
tempted to provide. With a small syringe he 
can irrigate his catheter once or even twice a 
day with a mild antiseptic, probably favouring 
boracie or acetic acid. As to the frequency with 
which the catheter is changed, cleaned and re- 
inserted, there is quite a variation in practice. 
Some writers state that their patients leave a 
catheter in a couple of months. I believe the 
catheter should be removed and a fresh one 
inserted about once a week or once in two weeks, 
The patient soon learns to do this very easily 
and with no worry to himself. A small strip 
of adhesive plaster fastens the catheter to the 
skin, and there is practically never any leak- 
age; in using Keyes’ picturesque words, ‘‘The 
patient does not endure chafe or stink’’. The 
catheter is attached to some sort of bag or con- 
tainer, of which there are numerous types, and 
this is attached to the inside or the outside of 
the leg. It may be mentioned that some sur- 
geons instruct their patients to wear a special 
drainage cup over the sinus rather than a 
catheter in the ureter, and it is claimed that 
this is satisfactory. 


CASE 1 


Mr. A.N. was admitted to the Regina General Hos- 
pital in October, 1930. He was a farm labourer, aged 
28 years. His chief complaint was hemorrhage from 
the bladder. Several cystoscopic examinations were 
not definite for new growth. The bladder was small, 
with a capacity of less than 100 cc. At this time 
no tubercle bacilli had been found in the urine. As 
the patient had marked frequency and discomfort, 
it was decided to open the bladder. This was done 
and biopsy specimens were taken from any suspected 
area and also from the bladder wall, which was 
markedly thickened and infiltrated, suggesting possible 
new growth. The patient was allowed to drain supra- 
pubically for a time. No neoplasm was demonstrated. 
The right kidney was now found to be markedly in- 
fected, enlarged and of low function, and finally a 
few suspected acid-fast baciili were discovered. In 
April, 1931, the right kidney was removed. It con- 
tained abscesses some of the pus showing B. coli and 
one fairly large abscess with B. pyocanus. Sections 
through other areas were stated to be tuberculous and 
the pathological diagnosis was ‘‘tuberculosis of kidney 
with mixed infection’’. 

The patient was carried on for several weeks and 
in the meantime the suprapubic wound had closed 
and the condition of the remaining kidney was quite 
satisfactory, but the bladder condition went from 
bad to worse until the capacity was less than an 
ounce and the patient was in continual discomfort. 
To complicate the picture, he developed a small stone 
in the remaining kidney, but ureteral dilators were 
successful in removing this. By this time the patient’s 
general condition was not very satisfactory and a 
nephrostomy to drain the kidney was decided upon. 
I am not sure why this decision was made, rather 
than a decision to do a ureterostomy, except that it 
was considered that nephrostomy would be a simpler 
procedure for the patient. The result was quite satis- 


factory for a period of two months. 


At this point a sudden difficulty arose in replacing 
the nephrostomy tube by the attendant doing the 
dressings. The tube could not be replaced. We ap- 
parently still stuck to our idea of nephrostomy and 
once more the loin was opened up and the operation 
was practically done all over again. The kidney ap- 
peared markedly congested, to begin with, and con- 
sequent handling and manipulation certainly gave 
grave doubts that the organ would continue to func- 
tion and maintain life. This case has been an amaz- 
ing example of the amount of trauma that a kidney 
can undergo, and still resume normal function, as 
long as there are no chronic inflammatory pyelo- 
nephritic changes. This drainage was satisfactory for 
a time and then difficulty arose again with the tube. 


Finally, two months following the second nephros- 
tomy it was decided to carry out transplantation of 
the ureter to the skin. This was done in February, 
1932. From that day until this, a matter of nine 
years, this patient has scarcely had a moment’s dis- 
comfort. After a comparatively siort period of con- 
valescence he was discharged from the hospital, and 
has been doing moderately heavy work practically 
every day. He takes care of his catheter which he 
wears all the time up to the pelvis, without any 
difficulty, and gets his own bags made for himself to 
his own specifications. Undoubtedly the ureterostomy 
should have been done before the first nephrostomy. 


Comparison of the state of the kidney before 
operation with the appearance in May, 1933, is 
shown in Figs. 1 and 2. 


CASE 2 


Mr. F.E. was a young farmer, aged 30 years, who 
had had a left tuberculous kidney removed in another 
city in 1931. In 1936 he was admitted to the Grey 
Nun’s Hospital in Regina, his chief complaint being 
frequent and painful urination. Examination showed 
he had an extremely contracted bladder. It also 
contained two small rough calculi. As his remaining 
kidney showed satisfactory function, cutaneous ureter- 
ostomy was carried out. When the ureter was cut off 
from the bladder, the stones were removed and the 
wound opening was closed. Nothing further was done 
with the bladder. Convalescence was uneventful and 
the patient was extremely grateful for the relief 
afforded. He had no difficulty handling the catheter 
which he wore well up into the pelvis of the kidney 
and changed it about once a week. He went home 
and carried on his farm work and had no difficulty 
until in 1938, when a little trouble arose in replacing 
a catheter. This became more marked and was due 
to some stricture or distortion a short distance below 
the uretro-pelvic junction. Although drainage pos- 
sibly would have been satisfactory if the catheter 
had just been advanced to this point, it was thought 
better to open up the ureter again. This was done 
and a thickened, fibrotic area pressing in upon. the 
lumen of the ureter was found. This was excised and 
the passage completely freed and dilated. 


The patient went on very well, doing his work 
until the current year when the kidney gave evidence 
of beginning failure. This was about March, 1941. 
Also at this time another strictured area appeared to 
be developing about four inches from the skin margin 
and the catheter could not be advanced beyond this. 
However, drainage was very satisfactory and the pa- 
fient was quite dry with catheter drainage up to the 
point of narrowing. He continued in fairly satis- 
factory condition, going about as usual until May 
15th last, when he was admitted to the hospital almost 
in coma. His condition improved somewhat and for 
the last three or four days before his death, May 28th, 
he was quite clear in his mind; also kidney drainage 
kept up remarkably well. Blood urea and creatinin 
were elevated. On the day of his death he had a 
rupture of the kidney through a thinned-out area of 
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capsule. This was ushered in by a sudden severe pain 
in the right iliac region. The rupture was diagnosed 
at autopsy. This examination also showed a large 
pyo-nephrotic kidney with complete destruction of the 
secreting elements. 

This man had great comfort and relief from his 
ureterostomy for a period of five years and was able 
to supervise his farm and work himself practically 
all this time. 


CASE 3 


Mr. T. This patient, of French birth, aged 36, was 
admitted to the Regina General Hospital in December, 
1934, complaining of marked frequency and painful 
urination, every half to one hour day and night. 
He had had the left kidney removed for tuberculosis in 
Montreal about one year before. His bladder was 


was found to have tuberculosis of the right kidney 
with some ulceration in the bladder and somewhat 
limited bladder capacity. There was no tuberculosis 
elsewhere and his general condition was fairly satis- 
factory. A right-sided nephrectomy was performed 
on June 15, 1934. 

He made an uneventful recovery, but was dis- 
charged to the sanatorium for the usual build-up. He 
was in the sanatorium off and on for several months. 
He was re-admitted to the General Hospital, Regina, 
for re-examination because of bladder symptoms on 
June 8, 1935. Evidently his bladder had not recovered 
after the nephrectomy and was now irritable, and 
contracted to 50 ¢.c. There was no definite point of 
ulceration. No bacilli were recovered from the re- 
maining kidney, and the kidney was functioning well. 
A series of bladder dilatations were now carried out 





Fig. 1.—Before operation. 
Fig. 4.—Three years after ureterostomy. 


Fig. 2.—Three years 


extremely contracted and ulcerated. After a period 
of preliminary observation and preparation the right 
ureter was transplanted to the skin in February, 1935. 
The ureter, very large but thin-walled, was brought 
out to the surface at the usual point and no sutures 
of any kind were used to attach it to any of the 
layers of the skin. Convalescence was normal and 
everything was satisfactory for six weeks when sud- 
denly one day there was difficulty in replacing the 
catheter which had been withdrawn and replaced quite 
easily several times. It was realized that the ureter 
had sloughed at a point roughly 1% inches from the 
skin. The wound was opened up immediately and the 
point of sloughing was found. There was evidence of 
considerable delay in repair and healing so that there 
was quite marked undermining in the original wound. 
This area was curetted and re-sewn. The ureter was 
freed up to the necessary extent, and brought out 
slightly higher up, and there was no further difficulty. 
After a normal period of convalescence in the hos- 
pital he was sent back to the sanatorium for a period 
of general building-up. I have been in touch with 
him every year since, and he has written me several 
times, ‘‘ Doctor, I have a new life’’. He was married 
about two years after his operation and says he is 
very happy. 


CASE 4 
Mr. Wm. B. was a voung English-speaking man, 
aged 21 years, who had had the usual preliminary 
bladder symptoms for one year or more before re- 
porting for bladder examination in the year 1934. He 





later. Fig. 3.—Before cutaneous ureterostomy. 


under anesthesia in the hospital, in the hope that 


some improvement could be obtained. Dilatation 
could be carried out to 130 to 150 ¢.c. This was done 
periodically for the next couple of years. On occa- 


sions the dilatation could be carried up to 225 c.e. 
The bladder mucosa appeared quite healthy and the 
general condition remained fairly satisfactory. 

This went on until the end of 1938 when it had 
to be realized that dilatations only gave temporary 
relief, and the bladder almost immediately relapsed, 
with frequency and discomfort in voiding. In Janu- 
ary, 1938, it was decided to transplant the left ureter 
to the bowel. This ureter did not appear to be dilated 
to any extent and seemed suitable for the procedure. 
The patient’s general health was not specially robust, 
but the kidney was in satisfactory condition and there 
seemed to be no contraindication to the operation. 
This was carried out without difficulty and following 
the transplantation urine quickly appeared in the 
bowel. Drainage became practically normal and con- 
tinued until the eighth day, when urine began to 
appear around the small rubber drain which had been 
left in the wound, and the quantity in the bowel 
became less. It was of course evident that the trans- 
plantation was not functioning. Without much delay 
the wound was opened up and the ureter was traced 
to the original site of implantation in the bowel, cut 
off at that point, and brought out to the skin opposite 
the anterior superior spine. Since then this patient 


has had complete relief. He can be up and about at 
all times and do some light work, but he spends some 
of the winter months in the sanatorium. 
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Figs. 3 and 4 show the comparative decrease 
in kidney dilatation after transplant of the 
ureter. 


CASE 5 


Mr. E.B. was a young Canadian boy, aged 15 years, 
who was admitted to the Regina General Hospital on 
October 5, 1939. The history showed that for the last 
year he was voiding every 5 to 10 minutes and had 
had some frequency for three years. A right-sided 
nephrectomy was performed in 1936 for tuberculosis. 
Eight years ago he had tuberculosis of the elbow and 
hip and was under weight. He had lost some weight 
recently but gained a little from a low point of 99 
pounds. 

Examination showed marked bladder contracture 
and ulceration. The remaining kidney was uninfected 
with tubercle and was of satisfactory function. The 
ureter was transplanted to the bowel in October, 1939. 
The ureter was found not to be dilated and trans- 
plantation was carried out without difficulty. Con- 
valescence was satisfactory, except that the patient 
was very susceptible to slight upper respiratory in- 
fection. Urine appeared in the bowel almost at once 
and drainage was very satisfactory for 11 days, then 
leakage appeared in the wound and it was evident 
that there was a breakdown in the anastomosis for 
some reason. Without further delay the wound was 
opened up and the ureter was severed from the anas- 
tomosis and brought out to the skin in the usual 
manner. The patient’s condition did not permit any 
exhaustive examination to see what happened to the 
transplant. 


In these last two cases I have to conclude that 
young tuberculous patients are not good sub- 
jects for bowel transplantation, due to some in- 
herent lack of reparative power. Neither of 
these patients was in anything like robust 
health, although quite suitable risks for the in- 
tended surgical procedure. This latter patient 
had an uneventful recovery. He gained rapidly 
in weight and has been going to school and 
enjoying all ordinary activities up to the pres- 
ent time. 


CASE 6 


Mr. Wm.J.B. was a man, aged 43 years, a Canadian 
school teacher, who was found to have a malignant 
growth in the bladder July 30, 1932. The bladder 
was opened and treated with radium and coagulation. 
The growth was reported to be epithelioma, grade 1. 
He continued in fairly good condition until September, 
1933, when there was evidence of a recurrence in the 
bladder. The bladder was irritable and the patient 
had severe dysuria. At this time the left kidney was 
found to be seriously involved, evidently from back 
pressure on the ureter. This kidney was removed as 


VENEREAL DISEASE CENSUS.—In June, 1940, a census 
was taken throughout Germany of all venereally in- 
fected persons treated by a physician for the first 
time. One hundred and twenty-two thousand men and 
75,000 women were so reported. This seems to indicate 


it was practically non-functioning. Because of the 
intractable bladder condition and the failure of any 
palliative measures, and considering the marked malig- 
nant involvement, it was decided to transplant the 
remaining ureter to the skin. The bladder was not 
interfered with. This operation gave immediate relief 


_ from the bladder symptoms, with free drainage from 


the remaining kidney until his death from extensive 
metastatic disease, about one year later. 


CASE 7 

Miss V.C., aged 24 years. Time will not permit me 
to describe her deplorable condition at the time of 
her admission to the hospital. She lived the life of 
almost a complete invalid in a small out-lying town 
in Northern Saskatchewan. This patient had a suc- 
cessful bowel anastomosis, and I mention it to bring 
out certain points of contrast with the other cases. 

On admission she was in a state of emaciation. 
She had a chronic perinephritic abscess on the right 
side and a right pyonephrotic kidney, with a small 
ulcerated, contracted bladder of about one-half ounce 
capacity. The perinephritic abscess was drained and 
the wound allowed to close. Nephrostomy was done 
on the right side, and this drained practically all the 
urine. Following this, she was allowed to go to the 
country for three months, and the local doctor at- 
tended to the drainage tube. She returned at the 
end of this time in a wonderfully improved condition. 
With the nephrostomy tube still draining, transplanta- 
tion of the right ureter to the bowel was carried out. 
After drainage to the bowel was well established the 
nephrostomy tube was removed and at the end of 12 
days all the urine was draining to the bowel and she 
had no difficulty in retaining this for several hours. 
After a further period had elapsed the pyonephrotic 
right kidney was then removed. Pathological exami- 
nation of the kidney showed tuberculosis. 

This work was carried out in 1938 and this patient 
has lived a normal life up to the present. I think 
the nephrostomy drainage possibly had something to 
do with the success of the transplantation operation. 


SUMMARY 


Six eases are presented in which the ureter 
was transplanted to the skin for relief from 
painful and contracted bladders. Five were 
tuberculous bladders, and one a ease of car- 
cinoma. Two of the patients had unsuccessful 
bowel transplantation. One case of transplanta- 
tion to the bowel is mentioned where previous 
nephrostomy drainage was done. 

The relief afforded the patient over a period 
of years is emphasized, and the slight discom- 
forts of drainage apparatus are shown to be 
borne by the patients without complaint. Pa- 
tients may live a normal life and earry on most 
of their usual pursuits. 


that the morbidity rate for venereal disease during the 
present war did not increase, contrary to usual war time 
expectations. However, an increase in female ‘cases of 


gonorrhea was reported. The increase is attributed to 
the use of more thorough methods of examination. 
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SUBPHRENIC ABSCESS* 
By R. K. MaGeEr 


Peterborough, Ont. 


SUBPHRENIC abscess has been selected for 

this paper because my personal interest has 
been stimulated by some recent cases. The 
subject is one of ever-present general interest. 
While the average surgeon will encounter a ease 
only once in a year or two, and the general 
practitioner only one or two in a lifetime, still 
the opportunity to diagnose this condition will 
probably come to most of us, and by remember- 
ing a few salient points life-saving treatment 
may be instituted. 

Subphreniec abscess occurs most frequently in 
males because of the greater incidence of the 
causative lesion in the male. In 75 per cent of 
cases it is a right-sided lesion. It occurs most 
frequently as a result of an intraperitoneal sup- 
purative lesion, and in 80 per cent of cases is 
the result of acute appendicitis, perforated ulcer, 
or suppurative lesions of the biliary tract. The 
organisms most frequently encountered are B. 
coli 40 per cent, streptococcus 25 per cent and 
staphylococcus in some 20 per cent. The infec- 
tion reaches the subphrenic region by direct 
intraperitoneal extension, or along the paracolic 
gutter by retroperitoneal extension as may fol- 
low retrocecal appendicitis. The onset, in 70 
per cent of subphreniec abscesses, follows opera- 

tions for some intra-abdominal suppurative 
process, although a non-operative insidious or 
sudden onset may occur. In 45 per cent of cases 
the onset is, with signs and symptoms referable 
to the chest. 

Symptoms.—When faced with the question of 
diagnosis, it is well to remember the old expres- 
sion, ‘‘Pus somewhere, pus nowhere, pus under 
the diaphragm’’. The usual picture is that of 
fever and leucocytosis with continuing evidence 
of a suppurative process. The temperature 
usually remains elevated to 100° or so, and after 
four to five days assumes the swinging septic 
type. The white blood count is more than 
15,000 in 70 per cent of cases, and the poly- 
morphonuclears may be 85 per cent, or may be 
normal, The general picture of malaise, sweat- 
ing, anorexia, headache, chills, is present in 
other conditions such as wound infection, pelvic 


* Read at the Seventy-Second Annual Meeting of the 
Canadian Medical Association, Winnipeg, June 25, 1941. 





abscess and chest infection, from which sub- 
phrenic abscess must be differentiated. Of the 
symptoms which assist in locating the lesion, by 
far the most important is pain. The pain may 
be a transient pleural pain in the lateral chest 
or at the tip of the shoulder and is followed 
by an aching pain along the costal margin in 
front of the twelfth rib behind. The pain 
usually persists until the abscess is drained. 
Less important symptoms are cough with muco- 
purulent sputum due to the compressed base of 
the lung, and occasionally hiccoughs. 

Signs.—The signs also are more frequent in 
the chest than in the abdomen. In 82 per cent 
such signs as diminished movement of one side 
with impaired resonance over the lower chest, 
and decreased breath sounds and absent tactile 
fremitus will be found. A friction rub and 
rales just above the dullness may be found. 
The most important sign again is tenderness 
along the twelfth rib behind or along the costal 
margin in front. This, with pain in this area 
and fever and leucocytosis persisting for a week, 
and with signs of suppuration, justify explora- 
tion. Other abdominal findings, such as a mass, 
and lowering of the liver margin, are only 
encountered in less than 10 per cent of eases. 
Scoliosis due to spasm of the quadratus lum- 
borum is frequently present. 

Diagnosis.—The condition is undiagnosed in 
about one-third of the cases, due to failure to 
suspect its presence. But when it is suspected 
it is usually present. The average lapse of time 
before a diagnosis is made is 27 days, though 
some have been unsuspected for years. Aspira- 
tion of the abscess is unreliable and dangerous. 
It may infect the pleural cavity and so is 
dangerous. It often fails to establish diagnosis 
and so may result in greater uncertainty and 
further delay, and should, we feel, be abolished. 

Aspiration of the chest, however, is indicated, 
and the finding of sterile fluid in the chest fol- 
lowing a suppurative abdominal lesion, and in 
the presence of continued signs of suppuration, 
is in itself sufficient justification for exploration 
by operation. 

Radiography.—Radiological findings are most 
helpful in diagnosis, both with the use of the 
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fluoroscope, to study the movement, and with a 
plate, to study the position of the diaphragm. 
It will be elevated and fixed, or movement will 
be diminished in about 70 per cent of cases. It 
will be impossible to fix the level of the dia- 
phragm in 18 per cent of cases, due to pleural 
fluid. Gas and a fluid level may be found 
beneath the diaphragm in 15 to 20 per cent of 
eases, but it is not frequent enough to be of great 
help, and we must remember, as shown by 
Lewis,' that in one-third of cases after lapa- 
rotomy with spinal anesthesia, gas may be found 
under the diaphragm for as long as three weeks. 
Loss of diaphragmatic movement is more im- 
portant than elevation, and is pathognomonic. 
Other conditions may limit it, but no other will 
inhibit movement of the diaphragm except 
paralysis of the phrenic nerve. 

Plates should be taken in antero-posterior and 
lateral directions and in supine and erect posi- 
tions. Fluid may be seen in the phrenico-costal 
sinus, or over the whole lung field, and shift of 
the mediastinum may be evident. Injection of 
air into the peritoneal cavity which rises to the 
area under the diaphragm in the erect position 
rules out subphrenic abseess, as it proves there 
are no adhesions to the diaphragm there. 
Barium in the stomach which rises to lie im- 
mediately beneath the dome of the left dia- 
phragm in the Trendelenberg position rules out 
a left subphrenic abscess, as there would be a 
space between the stomach and the diaphragm 
were an abscess there. 

I would like to diverge to mention briefly a 
recent case. A male patient of 18 years was ad- 
mitted as an appendix, but had free fluid and 
no rigidity, so that I first suspected tuberculous 
peritonitis. Then on examining the chest I 
found no diaphragm level to be seen on the left 
side and gas shadows in coils of intestine in the 
left chest. I diagnosed diaphragmatic hernia. 
Operation was done through a paramedian in- 
cision. All of the small and large bowel and 
spleen were in the left thoracic cavity. The 
incision was extended transversely and the chest 
was opened. The contents were reduced and a 
fascial repair of the diaphragm was done. Post- 
operatively we had to do a gastro-enterostomy 
and drain an empyema, but to exclude a left 
subphrenic abscess we gave barium by mouth 
and tilted the patient into the Trendelenburg 
position and took a plate, which excluded left 
subphrenice abscess, as there was no space be- 
tween stomach and diaphragm. 
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Complications.—The majority of complications 
occur in the chest and are considered to be an 
indication of the delay in treatment. Pleural 
effusion occurs in 30 per cent of cases. Rupture 
of the abscess to the various areas results in 
pneumonia and lung abscess, mediastinitis, etc., 
while in the abdomen it may perforate into the 
general peritoneal cavity or into a viscus. 


Anatomy.—To review briefly the anatomy of 
the spaces that may be involved we have pre- 
pared a diagram (Fig. 1). The whole sub- 
phrenie space from the liver to the transverse 
colon and mesocolon, may be divided into a sub- 
phrenic superior space above the liver and a sub- 
hepatic space below the liver, called the inferior 
space. Each of these is subdivided into three, 
giving three superior and three inferior spaces. 
The superior spaces are divided by the falciform 
ligament into right and left, and the right is 
subdivided by the right lateral ligament into 
anterior and posterior spaces, so these are right 
anterior, right posterior, and left superior 
spaces. 


The three inferior spaces below the liver are 
the single space on the right side, and the two 
on the left side, which is subdivided by the 
stomach and the lesser omentum. The anterior 
space is in front of these structures; and the 
lesser sac, behind these structures, as indicated 
by the arrow. There are then six intraperi- 
toneal spaces. 


There are also three extraperitoneal spaces, 
the one which occupies the bare area on top 
of the liver, and which is rarely affected, and 
the others, the two perinephric spaces which 
may or may not be included in a study of sub- 
phrenic abscess. Of these spaces, the right 
side is involved in about 75 per cent of cases. 
The right posterior superior space is most fre- 
quently involved from the appendix, while next 
in line is the right anterior superior or right 
inferior from perforated ulcer or gall-bladder. 

Treatment.—Care to avoid soiling at opera- 
tion, and routine Fowler position post-opera- 
tively are important in prevention of this 
complication. The provision for drainage in all 
suppurative lesions is essential. Conservative 


treatment for a period of a few days to a week 
with transfusions, forced fluids, and chemo- 
therapy is justified in view of the 1/5 to 2/3 
of cases in which it is believed a subphrenic 
inflammation resolves without suppuration. 
But when suppuration has taken place, im- 














Fig. 1.—The intraperitoneal subphrenic spaces, 
R.P.S.—Right posterior superior. 
R.A.S.—Right anterior superior. 
L.S.—Left inferior, R. Inf.—Right inferior. 
L.A.I.—Left anterior inferior. 
L.P.—Left posterior inferior (lesser sac). 


Fig. 2.—The surgical approaches. 
T.S.—Transerous. 
E.S.1.—Extra-serous, stripping pleura from dia- 

phragm. L.—Liver. 
£.S.2.—Extra-serous, stripping peritoneum from 
diaphragm. K.—Kidney 

R.P.S.—Right posterior superior space. 

R.A.S.—Right anterior superior space. 
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Fig. 3.—The posterior approach. The transverse 
black line of incision in the bed of the twelfth 
rib is below the reflection of pleura indicated 
by the dotted area. 


Fig. 4.—Diagram of the six fistule numbered one 
to six with inset drawings to illustrate the 
treatment, 
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mediate operation is the only rational treat- 
ment. Our difficulty is to know: (1) Is it a 
chest complication or a subphrenic abscess? 
(2) If it is a subphrenic infection will it re- 
solve? (3) If it is not resolving where shall we 
drain? In answer to (1)—we feel that if in 
doubt it is safer to explore for a subphrenic 
abscess than to wait, and we repeat, with sterile 
fluid in the chest, or with signs of suppuration 
and pain and tenderness over the twelfth rib or 
costal margin persisting, we are justified in ex- 
ploration. In answer to (2), we feel that no 
longer than one week should be given to see if 
it will subside. In drainage, our object should 
be to seek dependent drainage without spread- 
ing the infection into the pleura or peritoneum. 
This end has been attempted in the past by a 
transpleural approach, with suture of the costal 
and diaphragmatic pleura together, to prevent 
soiling and with a two-stage operation to allow 
adhesions to form (T.S., Fig. 2). But the over- 
whelming weight of opinion now favours what 
is called an extra-serous approach, 7.€., avoiding 
both pleura and peritoneum. Every one of the 
spaces mentioned except one can be drained by 
an extra-serous approach; this applies to both 
anterior and posterior spaces, and the one excep- 
tion is the lesser sae of the left posterior inferior, 
which must be drained transperitoneally. So the 
surgeon needs to familiarize himself with only 
the one anterior and one posterior approach in 
order to deal with any of the areas involved. 
Extra-serous drainage.—Two alternatives have 
been tried. One is to lift the pleura off the 
upper surface of the diaphragm (E.S.1, Fig. 2). 
This has been found difficult and dangerous and 
has given place to the second, which is to strip 
the peritoneum off the under surface of the 
diaphragm (E.S.2, Fig. 2). This is much easier 
and safer. Gas anesthesia is most satisfactory. 
The patient is placed on the sound side, legs 
drawn up, and an incision is made over the 
twelfth rib which is resected subperiosteally. 
An incision is then made transversely in the bed 
of the twelfth rib at the level of the transverse 
process of the first lumbar vertebra (indicated 
in black) (which is always below any reflection 
of pleura, indicated by dotted area) (Fig. 3), 
and the diaphragmatic fibres are divided. This 
brings one to the extra-peritoneal fat above the 
right kidney and between the peritoneum and 
under surface of the diaphragm. Induration is 
felt and a finger passed into the abscess cavity 
which is drained by a large soft rubber tube. 


This approach will also reach the bare area of 
the liver, as mentioned before. 

The anterior approach.— With the patient 
lying in the supine position, the incision is made 
parallel to the costal margin and all structures 
down to the extra-peritoneal loose tissues are 
divided. The peritoneum is stripped from the 
under surface of the diaphragm until induration 
is felt. The abscess is opened gently with the 
gloved finger and drained. Post-operatively, 
transfusions, chemotherapy, and all the resources 
at one’s command may be necessary, because the 
patient is debilitated and complications are 
many, 

The mortality in cases without operation is 90 
to 100 per cent. The mortality in the past with 
any trans-serous approach has been anywhere 
from 35 to 50 per cent. The mortality is reduced 
by early drainage, drainage before chest compli- 
cations have been established, and by the extra- 
serous approach, which alone has more than 
halved the mortality. Mortalities of 6 to 10 per 
cent have recently been consistently maintained 
in large series with the application of the above 
principles. 

I wish to present two case histories. These do 
not exemplify the perfect management of a case 
of subphrenic abscess. Rather, they exemplify 
the terrible dangers of delay. But, more hap- 
pily, they also illustrate the complete cure which 
perseverance may achieve. 


CASE 1 


A.S., a 15-year old school girl was admitted October, 
1939, with 60 hours’ right lower quadrant pain. Tem- 
perature 100°, pulse 100. Hyperesthesia and tenderness 
present; operated on by a right gridiron incision and an 
adherent retrocecal appendix carefully removed without 
rupture and closed without drainage. The pathological 
report was acute ulcerative appendicitis. Her tempera- 
ture remained 101 to 102° for four or five days, when 
the clips were removed and B. coli pus found in the 
wound. Eight days after operation a drain was placed 
down to peritoneum. Fifteen days after operation her 
temperature was swinging from 99 to 103°. Some dull- 
ness was present over the right chest posteriorly. A 
pleural rub was present followed by fluid, which was 
sterile on aspiration. There was tenderness in the axilla 
over the lower ribs and a scoliosis was present. A diag- 
nosis of subphrenic abscess was made. The patient had 
a cough and a white blood count of 20,000, with 85 per 
cent polymorphonuclears. 

The x-ray (Fig. 5) showed fluid obscuring the dia- 
phragm on the right side and the heart pushed to the 
left. Four consultants saw the patient, and, on looking 
back, one wonders why we did not operate with this over- 
whelming evidence of a subphrenic abscess. The answer 
is simply that we were not all convinced that it was 
wise to operate, and it is so much easier to criticize in 
retrospect. The patient was treated conservatively and 


transfused, and fluid was aspirated until another x-ray 
showed the lung clear above a raised diaphragm, and 
the heart was still pushed to the left (Figs. 6 and 7). 
The diagnosis was now indisputable, and operation was 
booked, when suddenly temperature and pulse dropped 
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Fig. 5 


Fim..6:. 
aspiration of part of the fluid the fluid level is shown and a raised diaphragm with displacement of heart and 


scoliosis. Fig. 7. 
diagnosis is indisputable. 


to normal. A rupture of the abscess into some space 
was feared, and three days later the patient was vomit- 
ing, with crampy abdominal pains, There was no 
rigidity, no distension, and the temperature and pulse 
were normal. Intestinal obstruction was diagnosed, and 
two weeks after the abscess had been first diagnosed we 
operated for obstruction through a right paramedian 
incision. Fibrino-purulent peritonitis with adhesions 
was found, and these were freed. Culture was sterile. 
The liver was adherent to the diaphragm. The abdomen 
was closed without drainage and an extra-serous posterior 
approach resecting the twelfth rib posteriorly was made 
and a foul abscess of the right posterior space was 
drained. 

But our grief had just commenced. The patient de- 
veloped a loin fistula which communicated with the 
ascending colon. The right lower quadrant wound de- 
veloped two large abscesses which were drained in the 
loin and in the right lower quadrant. The wounds re- 
quired dressing with ethyl chloride anesthesia every 
second day and transfusions were given every few days. 

The right lower quadrant and loin wounds communi- 
cated beneath a bridge of muscle and the whole area had 
to be packed open extending as far as to expose the 
femoral nerve. The patient again developed intestinal 
obstruction, and through a left paramedian incision ad- 
hesions were freed and the serous surface of the bowel 
was torn in several places. Fistule developed in the left 
paramedian incision, also the peritoneum exposed in the 
right lower quadrant wound was torn, allowing the 
cecum and two fistule from the cecum to prolapse into 
the wound. 


By April 3rd, with anesthetics, dressings and trans- 
fusions, we had six openings of the bowel on the skin 
surface, as indicated in Fig. 4. The patient weighed 80 
pounds. Attempts to oversew one and two failed, and 
on April 13th the feces were wiped off the abdominal 
wall and the left paramedian incision opened for the 
third time and a formal resection and end-to-end 
anastomosis of one and two was done. The abdomen 
was closed with through and through silk sutures. 
Number three had been closed by simple oversewing. 
On June 8th the patient was home, walking unassisted, 
hgb. 96 per cent, with three fistule, numbers four, five, 
and six still draining. Hospitalization 138 days. The 
patient’s condition is shown in Fig. 8. 


By October fistula six had closed spontaneously. The 
patient was readmitted to hospital and formal resection 
of the terminal ileum and ascending colon and fistule 
four and five was done, with side to side anastomosis of 
the ileum to transverse colon, and drainage down to the 
area. The patient was discharged with wounds healed, 
but, anticipating the development of incisional hernize 
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Fig. 6 
Case 1.—First x-ray shows diaphragm level obscured by fluid. 





Fig. 7 


Fig. 6. 1.—After 


Case 


Case 1.—After aspiration of all of the fluid the. lung is relatively clear and the 


after a total hospitalization of 190 days. 
taken at the time of discharge.) 

The chart shows graphically the course of this case. 
Each vertical line represents a week in hospital, the dots 
represent major operations, the crosses transfusions. It 
is interesting to note the immunity established in the 
peritoneum which permitted major procedures to be 
undertaken with almost no reaction. 

The patient is today at school and in perfect health; 
weight 135. 


(Fig. 9 was 


CASE 2 


J.G., male, weighing 178 pounds, was admitted July 
7, 1940. He had been a former captain of a world 
championship hockey team. His past history is com- 


Fig. 8 


Case 1.—After fistule 1, 2, and 3 were 
closed showing fistule 4 and 5 with catheter inserted. 


Fig. 9 
Fig. 8. 


Note the emaciation. Fig. 9.—Patient on discharge 
after all six fistule are healed. 
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plicated, but, to make a long story short, he had had his 
appendix removed for what really were duodenal ulcer 
symptoms, and this was followed by hemorrhage, and 
then by a Devine exclusion operation, which probably 
was not the procedure of choice. While convalescing in 
our lake district he was suddenly seized with upper 
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Chart 1. Case 1.—Diagram illustrating the clinical 
course—vertical lines are average temperature and 
pulse, each representing one week in hospital. Large 
dots represent major operations and crosses represent 
transfusions. 


abdominal pain, nausea, right shoulder pains, and was 
first seen by me 48 hours after perforation, with a rigid 
abdomen. Operation was performed under spinal anes- 
thesia and free fluid found with fibrinous plaques and 
adhesions of the colon to the front of the stomach. 
All the tissues were friable and edematous and the per- 
foration could not be found. The abdomen was closed 
with a drain to the pyloric region, lesser sac, and pelvis, 
and the patient was transfused. Post-operatively the 
patient had a duodenal fistula treated by suction and 
irr:gation of weak acetic acid and peptone solution dress- 
ing. Methylene blue by mouth did not appear, so that 
the fistula was in the duodenum and shut off from the 
stomach by the former operation. Twelve days post- 
operatively, the temperature was 102°, pulse 100, white 
blood count 14,000, with 80 per cent polymorphonuclears, 






CHEMISTRY GOES TO ScHOOL.—Chemistry’s contribu- 
tions to the modern schoolroom—and they are many— 
have completely renovated the little red schoolhouse of 
an earlier day. The classroom walls, instead of fraying 


nerves, are now painted to soothe them. Chemists, work- 
ing with psychologists in scientific experiments, have 








pain in the right chest posteriorly with dullness, and 
sterile fluid was aspirated. 

The x-ray showed the right lung field obscured by 
fluid and the level of the diaphragm could not be de- 
termined. The mediastinum was pushed to the left. 
Diagnosis of subphrenic abscess was made. Since the 
drain had been in the anterior space and the pain in the 
chest was posteriorly, a posterior extra-serous approach 
was done. The pleura was opened on resecting the 
twelfth rib. Clear fluid was obtained and the opening 
sutured. The peritoneum was stripped from the under 
surface of the diaphragm and the loose tissue was 
friable and inflamed, but no large collection was encoun- 
tered. Later, foul pus discharged from this drain. The 
temperature remained elevated and the mediastinal shift 
was still marked. On July 28th foul pus was aspirated 
in the mid-axillary line, the tenth rib was resected, and 
the pleural cavity was found to contain air and clear 
fluid. I had expected to find an empyema but elevated 
diaphragm presented itself and I sutured pleura to 
diaphragm and drained through the diaphragm. The 
pleural cavity fortunately escaped infection. Drainage 
was fairly satisfactory, but the temperature remained 
elevated. 

The patient was put on full doses of dagenan and 
the temperature fell. He was up on August 19th and 
home on September 2nd. When he left hospital, his 
weight was 120. Hospitalization had been 57 days. 

In March, 1941 the x-ray of the chest was clear. 
Against our advice he played hockey last winter. 


In conclusion I would say this: we are in- 
terested in knowing the minimum indications 
that justify operative treatment, and while the 
x-ray findings are helpful and corroborative, yet 
an earlier clinical diagnosis of subphrenic ab- 
scess should be suspected in any ease of intra- 
peritoneal suppuration with persistent fever and 
leucocytosis. If these persist for a week with 
pain and tenderness or with sterile fluid in the 
chest, an extra-serous approach to the most 
likely involved space should be done. In these 
eases it is safer to make this approach than to 
wait. Great persistence is often necessary to 
locate the pus and to deal with the complications 
which may arise if a satisfactory end-result is 
to be achieved. 


Grateful acknowledgment is made to the references 
given from which have been freely borrowed many of the 
statistics quoted, the figures having been simplified for 
convenience. 
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produced a beautiful light green shade in a paint with 
non-reflective qualities. From the chemical laboratory 
has come a new, heavy black, flat, non-reflective paint 
for blatkboards. ‘‘Tontine’’ window shades, trans- 


lucent enough to give a cheerful, completely even dis- 
tribution of light, eliminate shafts of dazzling sunlight. 
—C. I. L. ‘‘Oval’’. 
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INTUSSUSCEPTION IN ADULTS* 


By Puiuie G. Rowe 


M ontreal 


[NTUSSUSCEPTION is essentially a disease 

of infancy and early childhood. Perrin and 
Lindsay reported a series of 400 cases, 78.5% 
of which were in children under the age of two 
years. In adult life the disease is comparatively 
rare; it has been estimated that only from 5 to 
10 per cent of all cases of intussusception occur 
in adults, Perrin and Lindsay found that only 
4.5% of their patients were over 14 years of age. 

The basis of this paper is the presentation of 
10 hitherto unreported cases of intussusception 
in adults, treated at the Montreal General Hos- 
pital within the past 10 years. 

Etiology.—Etiologically, it is customary to 
classify cases of intussusception into ‘‘primary”’ 
and ‘‘secondary’’ groups. Primary intussuscep- 
tion includes all those cases in which no gross 
causative lesion is found. Secondary intus- 
susception includes those cases in which a pri- 
mary lesion can be demonstrated as being the 
cause of the intussusception. 

In children intussusception is for the most 
part primary. Ladd and Gross* analyzed 372 
cases of intussusception in children and found 
a causative factor in only 5%. The remaining 
95% were cases of primary intussusception. In 
adults primary intussusception is much less fre- 
quent, though Goodall was able to collect 122 
eases from the literature. The majority of in- 
tussusceptions in adults are secondary in type. 

1. Primary intussusception.—Primary intus- 
susception usually starts in the ileoceecal angle. 
Goodall reports that in 70.3% of his cases the 
intussusception was in this region. There being 
no demonstrable cause for this condition, it is 
not surprising to find that several theories have 
been advanced to explain its occurrence. 

Excessive mobility of the eecum and ascend- 
ing colon was held by Leriche and Cavaillon to 
be a predisposing factor. This view has been 
endorsed by Nixon, who points out that this 
undue mobility is a condition which is likely to 
be overlooked. 

Perrin and Lindsay have called attention to 
the excessive amount of lymphoid tissue which 


* From the Surgical Service of the Montreal General 
Hospital. ‘ 








is present in the lower ileum of young children. 
They suggest that this may act as a foreign body 
and that, being caught in a peristaltic wave, it 
may be carried into the lumen, dragging with 
it the gut immediately proximal. 

Another point which may have some bearing 
is the fact that in infaney the ileocecal valve 
protrudes markedly into the lumen of the 
eecum. This being the case, excessive peristaltic 
action might carry the valve forward as the 
apex of an intussusception of the terminal ileum 
into the cecum. 

Wilms brought forward the theory that an 
upset in the normal co-ordination of muscular 
contraction in the bowel may produce a con- 
traction of the circular muscle fibres at one point 
and a relaxation of the circular muscle fibres 
immediately below. Contraction of the longi- 
tudinal muscle fibres would then draw the con- 
stricted portion into the relaxed portion, where 
it would remain invaginated. 

According to Fraser, primary intussusception 
results from an inco-ordination of the autonomic 
system in the ileocecal region, where the dual 
sympathetic and parasympathetic supply of the 
ileum gives way to the single sympathetic con- 
trol of the large bowel. 

Dietary indiscretions and 
may be contributory fact 
excite hyperperistalsis of ti | intestine. 

2. Secondary intussuscepiion.—Secondary in- 
tussusception, as has already been pointed out, 
ineludes those cases in which a primary lesion 
ean be shown to be the underlying cause. Such 
primary lesions comprise intestinal tumours; 
ulcerations of the intestinal wall from dysentery, 
typhoid, or tuberculosis; Meckel’s diverticulum ; 
and other conditions, which are quite rare. 

Tumours of the intestine are the most fre- 
quent cause of secondary intussusception. Eliot 
and Corseaden analyzed 300 cases of intus- 
susception in adults and found intestinal tumour 
to be the primary lesion in 100 cases. Of these 
tumours, 60 were benign and 40 malignant. 
Joyce states that intussusception is a complica- 
tion of about 30% of small bowel tumours. 

In intussusception of the small bowel the 


xeessive purgation 
so. far as they 
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tumour is usually benign, whereas in intus- 
susception of the large bowel the tumour is 
more often malignant. It is also a fact that 
in the small bowel benign tumours are more 
likely to produce intussusception than are 
malignant tumours. 

Adenomata are the most common of the 
benign tumours of the small intestine, and, 
according to Rankin and Newell, they comprise 
31.4 per cent of the total. It is, therefore, not 
surprising that this type of benign tumour is 
most frequently found as the primary lesion in 
intussusception of the small bowel. Roan re- 
viewed 100 authentic cases of intussusception 
of the small intestine caused by benign tumours 
and classified the tumours as follows: 


Fibromata 


OT TTT Tee 22 
BOE: i incKasetaus en ekkewah beaen 21 
Various types of adenomata ......... 19 
DOOR. bs sckitesccscivaccege deen 12 
ROD. Kak ck Sw hw esh ese eselenwcdne 7 
PE. ic bttndiccatedremnabeusanee 19 

100 


If the polypi had been grouped as adenomata, 
as is often done, adenomata would have com- 
prised 40 per cent of the total. 

Adenomata are usually found in the ileum; 
they are relatively infrequent in the jejunum. 
For example, only one of Raiford’s 15 cases 
and only three of Rankin and Newell’s eleven 
cases of adenomata were jejunal. Intussuscep- 
tion of the jejunum from adenoma is, therefore, 
not often encountered. Joyce and Fiske have 
each reported one case. 

Lipomata are not uncommonly the primary 
cause of intussusception. In reviewing 242 
cases of gastro-intestinal lipomata reported in 
the literature, Poston?* found that intussuscep- 
tion was a feature in 80 cases. Lipomata may 
produce intussusception in either the small or 
the large bowel. For example, Gissane‘ reports a 
case of recurrent intussusception of the jeju- 
num caused by a submucous lipoma, while 
Fiske* describes a case in which multiple lipo- 
mata of the cecum caused intussusception of 
the cecum into the ascending colon. One of 
Gaymer Jones’s* cases was an intussusception 
of the transverse colon resulting from a sub- 
mucous lipoma. 

Malignant tumours of the bowel which may 
give rise to intussusception include both sar- 
coma and carcinoma. Sarcoma of the bowel is 
a rare condition; according to Boyce and 
MeFetridge, the total number of cases up to 


1934 was slightly over 300. It involves the 
small intestine most frequently, especially the 
ileum. As it is an unusual lesion in itself, 
sarcoma is seldom the cause of intussusception. 
In a study of 284 cases of intussusception due 
to tumour, Kassemeyer found sarcoma in only 
26 instances. 

Carcinoma is, of course, much more common 
than sarcoma. Though it occurs for the most 
part in the large bowel, and is the most fre- 
quent cause of intussusception in this region, 
it may also involve the small intestine and lead 
to intussusception there. Macnab’ reports a 
case of carcinoma of an embryonal type which 
produced a double intussusception of the jeju- 
num. Gaymer Jones has reported two cases in 
which carcinoma of the small bowel caused 
intussusception in adults. In one case the 
jejunum was involved; in the other, the lower 
ileum. 

Meckel’s diverticulum.—Next to tumours of 
the bowel Meckel’s diverticulum would appear 
to be responsible for more intussusceptions 
than any other agent. The diverticulum is 
usually found to be inverted. 

Appendix.—lIt is interesting to note that dis- 
ease of the appendix seldom causes intussuscep- 
tion. One such case has been reported by 
Gaymer Jones. 

Rare causes.—Other, extremely rare, causes of 
intussusception have been cited. Marr and 
Marxer™ reported a case of intussusception of 
the jejunum which resulted from an inflamed 
gland, fixed by dense adhesions to the anti- 
mesenteric border of the small intestine. 
Gaymer Jones has described a case of chronic 
intussusception of the eexeum and appendix 
which was apparently due to a benign stercoral 
uleer of the ceeum. Keane’ operated upon a 
patient with intussusception of the small bowel 
and found a large round worm dead in the cul 
de sac between the intussuscipiens and the 
intussusception. Ballin and Morse’ have re- 
ported an interesting case of intussusception of 
the terminal ileum into the eecum and ascend- 
ing colon in a man suffering from Henoch’s 
purpura. The intussusception was due to 
hemorrhage into the wall of the ileum. A case 
of intussusception due to gumma of the intes- 
tine has been reported by Lyles, 


RETROGRADE INTUSSUSCEPTION 


Though most intussusceptions are of the 
ordinary isoperistaltic or descending type, in 








Sept. 1942] 


ROWE: INTUSSUSCEPTION 


221 








which a segment of bowel descends and is 
swallowed or invaginated by the segment of 
bowel immediately distal to it, retrograde or 
ascending intussusception can and does oceur. 
The method of production is essentially the 
same in both types, but, whereas in the de- 
scending type there is increased normal peri- 
stalsis, in the retrograde type there is forcible 
reverse peristalsis. It is claimed by some 
authors that, although reverse peristalsis is 
possible in the large bowel, it never occurs in 
the small intestine except as a terminal event. 
This contention is, I believe, proved incorrect 
by the fact that many patients who have been 
operated upon for retrograde intussusception 
of the small bowel are still living. 

The relative infrequency of retrograde intus- 
susception is shown by the statistics. Baumann? 
estimates that there is one retrograde. intus- 
susception to every 200 of the descending type. 
Leichtenstern® found that of 593 cases of intus- 
susception eight were of the ascending or retro- 
grade variety. .In reviewing 154 cases of in- 
tussusception, Todyo found three cases of the 
retrograde type. In a study of 1,000 cases, 
Fitzwilliams reported six retrograde intus- 
susceptions. 


Retrograde intussusception may occur any- 
where in the gastro-intestinal tract, from 
stomach to sigmoid. Ibos and Legrand- 
Desmons reported a case of retrograde intus- 
susception of the jejunum in a man of 23 years. 
Similar cases involving the jejunum have been 
described by Mesnager and Sussig. In report- 
ing a ease of retrograde intussusception of the 
ileum in a woman aged 69 years, Groper® made 
reference to Cioffi’s case, which was due to a 
Meckel’s diverticulum, and to Caminiti’s case, 
which resulted from an angio-adenoma of the 
small intestine. Goodyear reported a case of 
retrograde intussusception of the cecum into 
the terminal ileum. Schoenfeld, Flemming, 
Romanis and Mitchiner, and Lewis have each 
described a case of retrograde intussusception 
of the large bowel. 


Rather extraordinary are those cases of com- 
bined ascending and descending intussuscep- 
tion. Clubbe and Buckley have each reported 
one. 


Interesting, too, are those cases of retrograde 
intussusception of the jejunum into the stomach 
through a gastro-enterostomy stoma. Numer- 


ous eases of this complication of gastro- 


enterostomy are on record. In 1933 Bettman 
and Baldwin reported one case of their own 
and 33 cases from the literature. Since then 
several similar cases have been added. This 
type of intussusception is probably caused by 
too rapid expulsion of acid gastric juice, pro- 
ducing irritation of the jejunal mucosa and 
thereby setting up violent reverse peristalsis. 
There is nothing to indicate that this complica- 
tion is in any way due to faulty position of the 
stoma; it has oceurred in anterior as well as in 
posterior gastro-enterostomies. A characteristic 
feature is that the intussusception generally 
does not take place until from 5 to 15 years 
after the gastro-enterostomy has been per- 
formed. 


SYMPTOMATOLOGY 


Clinically, intussusception may be acute, 
chronic, or recurrent. 

Acute intussusception.—Although acute intus- 
susception is occasionally encountered in adults, 
Hinton claims that 95% of acute cases occur 
in children. Moreover, the children affected 
are, as a rule, well developed and well nourished. 

The onset is sudden and is characterized by 
severe cramp-like abdominal pain, which causes 
the sufferer to double up, turn pale, and sweat. 
In 90% of cases vomiting soon follows. The 
paroxysm of pain lasts for .a few minutes and is 
followed by a period of comparative comfort. 
Attacks recur every 10 or 15 minutes. While 
the first bowel movement may be normal in ap- 
pearance, in 90% of cases blood is found in the 
stools within 24 hours. In the interval between 
spasms of pain the abdomen is quite soft, and 
in 84% of cases a discrete, rounded or sausage- 
shaped mass ean be felt. A rectal examination 
should always be made, since in 28% of cases 
the intussusception is palpable in this way, and 
also because, even though no mass is found, 
some additional information may be obtained by 
the finding of blood on the examining finger (in 
50% of eases) .* 

Since it causes complete intestinal obstruc- 
tion, acute intussusception should be regarded 
as a surgical emergency. If it is left untreated, 
ulceration and gangrene of the bowel are 
inevitable. Treatment consists in early opera- 
tion and simple reduction of the intussuscep- 
tion. This is especially imperative in children, 

* The percentages given in this paragraph are taken 


from Ladd and Gross’s paper’ analyzing 372 cases of 
intussusception occurring in children. 
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where a more extensive procedure would add 
greatly to the operative risk. Naturally, 
should a primary lesion be noted at the time of 
the reduction, it should be removed. 

Chronic intussusception occurs for the most 
part in adults. 

Throughout most, and commonly all, of its 
course it is unattended by symptoms of acute 
intestinal obstruction. It is difficult to under- 
stand how a segment of intestine can, for weeks 
or even months, remain telescoped into the seg- 
ment distal to it without producing marked 
symptoms and grave results. The most prob- 
able explanation is that the mesentery is either 
longer than usual or able to increase its length 
easily, thus ensuring that the blood supply to 
the intussusception is not shut off. Vascular 
changes in the gut wall are, therefore, minimal 
and the lumen does not become occluded by 
cedema. 

Though the symptoms and signs may vary 
somewhat, they are usually sufficiently typical to 
permit of a correct diagnosis being made. The 
onset is charaeterized by sudden colicky pain 
in the abdomen. This lasts for a few minutes 
‘ and then there will be complete relief for 10 
or 15 minutes. The cycle is repeated over and 
over again. There may be no vomiting what- 
ever. Though the bowels may remain normal, 
constipation or diarrhea is frequently noted. 
Blood is either entirely absent from the stools 
or present only in small traces. There is usu- 
ally a marked loss of weight, as might be ex- 
pected where pain and associated loss of sleep 
have persisted over a period of weeks. Then, 
too, those suffering from chronic intussusception 
do not take sufficient nourishment, since the 
taking of food aggravates the pain. Here, as 
in the acute cases, the abdomen is quite soft in 
the interval between pains, and a definite 
sausage-shaped mass may be palpable. Not in- 
frequently the intussusception can be felt on 
rectal examination. 

Where the diagnosis remains obscure, x-ray 
examination following the administration of a 
barium enema may prove of value. Significant 
findings are a cupola effect in the head of the 
barium as it meets the intussusceptum and a 
thin cylinder of barium around the intussuscep- 
tum. 

While chronic intussusception is not usually 
a surgical emergency, operation should not be 
unduly delayed once the diagnosis has been 
established. If at operation the intussusception 


cannot be reduced, it should be excised in its 
entirety. In most cases, however, it can be re- 
duced without difficulty. Bearing in mind how 
frequently a primary lesion is found to be the 
cause of intussusception in adults, one should 
then examine the bowel carefully. The primary 
lesion must be removed; otherwise, intussuscep- 
tion is almost certain to recur. 

Recurrent intussusception, — An intussuscep- 
tion may.reduce itself spontaneously and then 
recur at a later date. Gaymer Jones mentioned 
an unusual case in which there was a recurrence 
after a lapse of three years from the time of the 
original intussusception. As a rule, however, 
the interval between spontaneous reduction and 
recurrence is much shorter. Gissane reported 
a case in which symptoms of intussusception 


were noted at intervals over a period of two 
years. 


In recurrent intussusception in adults one 
ean be almost certain that a primary lesion is 
present, and recurrences will continue until this 
lesion has been removed. Cases have been cited 
in which multiple operations have had to be 
performed, all because the primary underlying 
lesion was not recognized and removed at the 
first operation. Oughterson and Cheever re- 
ported one such case and collected 12 similar 
cases from the literature. Since then other cases 


have been added by Joyce and by Haggard and 
Floyd. 


CASE REPORTS 


CASE 1 

H.P., male, aged 52. Admitted June 27, 1937, by 
ambulance, to the service of Dr. F. J. Tees. 

Past history.—In 1930 he had been admitted to hos- 
pital with a history suggestive of duodenal ulcer. Occult 
blood was found in the stools, and a barium series x-ray 
examination confirmed the presence of a duodenal ulcer. 
At operation a large ulcer was found close to the am- 
pulla of Vater. A posterior gastro-enterostomy was 
performed. 

History of iliness—Six hours before admission he 
began to have abdominal pain. This was generalized, 
but most marked in the region of the umbilicus. After 
the onset of the attack he vomited repeatedly, bringing 
up mouthfuls of frank blood. His family physician 
estimated that in all he had vomited about one pint of 
blood. 

Examination—The abdomen was quite symmetrical 
and moved freely with respiration. Some tenderness was 
noted in the region of the umbilicus. No masses were 
palpable. The flanks were clear. Blood pressure, 92/58. 
White blood cells, 15,200. 

Treatment.—A transfusion of 250 ¢.c. of whole blood 
was given twice on June 27th. Two similar transfusions 
were given on June 28th, and a smaller transfusion of 
125 ¢.c, on June 29th. Vomiting of blood continued, and 
as a result of this a failing pulse and increasing weak- 
ness were noted. He died on June 30th. 

Pathological report—‘‘ There is an intussusception of 
the jejunum into the stomach through the gastro- 
enterostomy stoma. The jejunum which has _ intus- 
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suscepted into the stomach is 24 cm. in length and is 
very hemorrhagic in appearance. The leading portion is 
gangrenous. ’’ 

CASE 2 

A.P., male, aged 22. Admitted, October 16, 1933, to 
the service of Dr. R. R. Fitzgerald. 

History.—For six months he had been suffering from 
pain in the epigastrium, coming on about one hour after 
meals. He had obtained relief by taking soda. On the 
day of admission there had been a sudden onset of very 
severe pain in the epigastrium, associated with nausea 
and the vomiting of undigested food. 

Examination revealed marked tenderness and splint- 
ing in the epigastrium and the right side of the ab- 
domen, down to the level of the umbilicus. The 
abdomen moved freely with respiration. There was no 
diminution of liver dullness. White blood cells 20,600. 
Temperature 98.6°. Clinical diagnosis: Perforated duo- 
denal ulcer. 

Operation.—October 16th. A retrograde intussuscep- 
tion of the small bowel was found, 12 inches in length. 
When this had been reduced, it was seen that the apex 
of the intussusception had been formed by a diverticu- 
lum, 3 inches long. Resection was carried out, and a 
lateral anastomosis performed. 

Pathological report.—Benign adenoma of the mucous 
membrane in the fundus of a Meckel’s diverticulum. 


Progress.—The abdominal wound broke down and 
secondary suture was performed on October 23rd, one 
week after the first operation. Bilateral bronchopneu- 
monia, localized peritonitis, and gangrene of the opera- 
tion wound subsequently developed. He died on October 
29th. 

CASE 3 

P.M., male, aged 15. Admitted October 15, 1940. 

History.—He was perfectly well until the day of ad- 
mission, when he awoke with pain in the region of the 
umbilicus. During the morning the pain shifted slightly 
to the right. He vomited twice during the morning. 

Examination showed splinting of the right rectus 
muscle, and tenderness which was maximum just to the 
right of the umbilicus. On rectal examination some 
tenderness was found high up on the right side. White 
blood cells 15,900. Clinical diagnosis: Acute appendi- 
citis. 

Operation.—October 15th. The appendix, which was 
found to be retrocecal, showed no evidence of inflam- 
matory reaction. Appendectomy was performed. The 


terminal ileum was then examined, and at a point 2 feet 
from the ileocecal valve an intussusception, 2 inches long, 
was encountered. This was readily reduced. About six 
inches proximal to the intussusception and perfectly free 
from it, was a Meckel’s diverticulum. This was excised. 
Appendix 


Pathological report. — (1) showing no 





Fig. 1.—Intussusception due to a subserous 


lipoma in an inverted Meckel’s diverticulum. 


Fig. 2.—Drawing to illustrate sessile carcinoid of the small bowel forming the apex of an intus- 


susception. 
with cystic condition of appendix. 


Fig. 3.—Chronic ileocolic intussusception. 


Fig. 4.—Chronic ileocolic intussusception 


Fig. 5.—Abdomino-perineal extirpation for malignant adeno- 
papilloma of the sigmoid, with irreducible intussusception into the rectum. 
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lesion; (2). Meckel’s diverticulum containing gastric 
mucosa and mucosa of the small intestine. Convalescence 
was uneventful. He was discharged on October 26th. 


CASE 4 


L.B., male, aged 35. Admitted November 20, 1940. 

History.—Two weeks prior to admission he noted a 
great deal of rumbling in the abdomen. This continued 
for 10 days, during which time he felt bloated. On three 
oceasions he noticed some blood in the toilet when the 
bowels moved, but did not consider this remarkable since 
he knew he had piles. For five days before admission 
he had crampy abdominal pain. This was never localized 
and never severe. The bowels remained quite regular. 
Vomiting occurred on several occasions. 

Examimation.—The abdomen was quite soft. There 
was no apparent distension. There was possibly some 
slight tenderness on deep pressure in the right lower 
quadrant. Rectal examination was negative except for 
the presence of internal hemorrhoids. White blood cells 
5,600. The stool gave.a +-+-+ benzidine reaction. 
Following the administration of a barium enema, x-ray 
examination showed the large bowel to be normal in 
appearance. The small bowel was seen to be consider- 
ably distended with gas. Clinical diagnosis: Partial in- 
testinal obstruction. 

Operation.—November 23rd. An irreducible intus- 
susception of the ileum was found, situated 2 feet from 
the ileoczcal valve. Resection was carried out and an 
end-to-end anastomosis performed. 

Pathological report.—tIntussusception of the small 
bowel due to a large subserosal lipoma in a Meckel’s 
diverticulum. A peptic ulcer was found in the diverticu- 
lum. 

Progress.—Satisfactory recovery. Discharged Decem- 
ber 24th. 


CASE 5 


N.A., female, aged 49. Admitted February 16, 1940, 
to the service of Dr. A. D. Campbell. 


History.—Four weeks before admission the patient 
noticed bright red blood during defecation on two 


successive days. This was the first time she had ever 
had any rectal bleeding. She came to the Outpatient 
Department for treatment. Proctoscopic examination 
revealed nothing abnormal. This was repeated two days 
later with similar negative findings, X-ray examination 
following the administration of a barium enema showed 
a narrowing of the sigmoid. There were no abdominal 
complaints. 

Examination.—The abdomen was found to be quite 
normal. Pelvic examination revealed a mass in the left 
para-rectal fossa. 

Operation.—February 16th. Fibroids of the’ uterus 
were found infiltrating the left broad ligament and press- 
ing against the sigmoid. Subtotal hysterectomy was 
performed. An intussusception of the ileum, 12 to 14 
inches long, was found about four feet from the ileo- 
eecal valve. It was reduced without difficulty, and a 
small gland was then found in the mesentery. Progress: 
Uneventful recovery. Discharged March 15th. 


CASE 6 

W.N., male, aged 34. Admitted May 18, 1933, to the 
service of Dr. A. T. Bazin. 

History.—Five months before admission he first 
noticed colicky pain to the left of the umbilicus. This 
recurred each morning at about 7 o’clock and was re- 
lieved by taking breakfast. During the remainder of 
the day he was free from pain. No vomiting. Two 
months before admission the pain became almost eon- 
stant and was not relieved by food. Six weeks before 
admission he passed bright red and old dark blood by 
rectum, and subsequently blood persisted in the stools. 

Examination.—The abdomen was found to be normal. 
Red blood cells 2,050,000. Hgb., 29%. Stools showed 
++-+ benzidine reaction. A barium series x-ray ex- 
amination showed a small crater on the lesser curvature 
of the stomach, near the pylorus. This suggested a 
gastric ulcer. Clinical diagnosis: (1) Ileoceecal tuber- 
culosis; (2) carcinoma of cecum. 
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Operation—May 31st. About 3 feet from the ileo- 
eecal valve an intussusception, 7 inches long, was found 
in the ileum. This was reduced, and a growth half the 
size of a walnut was found on the anti-mesenteric border 
of the bowel. Several hard glands were present in the 
mesentery. A segment of ileum, 5 inches long, was re- 
sected. Lateral anastomosis was performed. The stomach 
was examined. It showed no lesion. 

Pathological report.—Multiple carcinoids of the small 
intestine. Intussusception secondary to a sessile car- 
cinoid. 

Progress.—Satisfactory recovery. Discharged June 
11th. 


CASE 7 

R.C., male, aged 39. Admitted March 23, 1931, to the 
service of Dr. E. M. Eberts. 

History.— One month before admission he was 
awakened from sleep by a sudden severe pain under the 
left costal margin. The bowels moved 7 or 8 times 
during the night, but there was no vomiting. The pain 
and diarrhea persisted for three days. He then felt 
quite well and was up and about for three days. The 
pain and diarrhea then recurred, and persisted. As solid 
food seemed to aggravate the pain, he took only fluids. 
No blood was noted in the stools, but some mucus was 
present. There was a loss of 7 pounds in weight after 
the onset of illness. 

Examination.—Some fullness was noted in the right 
lower quadrant of the abdomen. Tenderness was found 
in this region. There was no visible peristalsis. X-ray 
examination following the administration of a barium 
enema showed obstruction in the mid-portion of the 
transverse colon. The stools were liquid, contained 
mucus +++, and gave a positive benzidine reaction. 
Clinical diagnosis: Chronic intussusception. 

Operation.—March 28th. An intussusception of the 
ileum into the cecum and colon was found. The head 
of the intussusception had reached the middle of the 
descending colon. The intussusception could not be 
reduced. Resection was carried out and a lateral anas- 
tomosis performed between the small bowel and the 
descending colon. 

Pathological report. — Tleocolic intussusception with 
edema, partial infarction, inflammation and early necro- 
sis of the intussusceptum. No primary lesion found to 
explain the origin of the intussusception. Progress: 
Satisfactory recovery. Discharged April 19, 1931. 


CASE 8 

C.P., female, aged 36. Admitted August 23, 1933, to 
the service of Dr. E. M. Eberts. 

History—Sudden onset of abdominal pain on August 
3, 1933. Tle pain was of short duration, but recurred 
at intervals of from 5 to 45 minutes, especially after 
meals. It was severe enough to make her double up. 
Vomiting occurred on two occasions. The abdomen be- 
came distended, in spite of diarrhea which lasted for a 
week. ‘No blood was seen in the stools. She was ad- 
mitted to the medical ward on August 12th, at which 
time the abdomen was soft, but distended. A mass was 
palpable in the left lower quadrant, this suggesting a 
full sigmoid. Tenderness was present over this mass. 
Rectal examination was negative. The stools showed no 
occult blood. A barium series x-ray examination showed 
no obstruction of the small bowel, but the sigmoid colon 
appeared to be dilated. A barium enema x-ray examina- 
tion showed evidence of some obstruction to the flow of 
the enema in the descending colon. A concave border 
was seen at this point, suggesting that the enema had 
met a rounded obstruction, possibly an intussusception. 
She was discharged from the medical ward on August 
19th, for improvement in nutrition before operative 
interference was undertaken. On August 23rd, while she 
was at stool, there was a prolapse of the bowel through 
the anus. She was brought to hospital immediately by 
ambulance. The prolapsed bowel was replaced within 
the rectum without difficulty. Clinical diagnosis: Chronic 
intussusception. 

Operatwon.—August 24th. The presence of an intus- 
susception was confirmed. The head of the intussuscep- 
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tum was milked back as far as the distal portion of the 
transverse colon. Resection was carried out, and a 
lateral anastomosis performed between the ileum and the 
distal portion of the transverse colon. 

Pathological report.—‘‘ Chronic ileocolic intussuscep- 
tion, the ileocolic valve forming the head of the intus- 
susception. The appendix lies free between the peri- 
tonealized layers of the intussusception. It is markedly 
cystic, with edema and inflammatory cell infiltration of 
its walls.’? Progress: Complete recovery. Discharged 
September 27th. 


CASE 9 

J.M., female, aged 49. Admitted April 27, 1936, to 
the service of Dr. A. T. Bazin, 

History—-Two months before admission she began 
having cramp-like abdominal pain. At the same time 
bright red blood was noted in the stools. The pain per- 
sisted, being situated low down in the abdomen. It was 
always more severe when her bowels moved. There were 
several attacks of diarrhea, with blood and mucus in 
the stools. Following each attack of diarrhea there 
was constipation. During the two weeks before ad- 
mission the symptoms were more severe. 

Examination.—The abdomen was somewhat distended, 
especially in the flanks. Visible peristalsis was present. 
Rectal examination revealed a firm mass, the size of a 
hen’s egg, projecting into the lumen of the rectum. This 
mass was tender. Blood was found in the rectum. 
X-ray examination showed an increase of gas shadows 
along the descending colon and upper sigmoid. A bi- 
lateral nodular enlargement of the thyroid was present. 
The basal metabolic rate was +46. 

Operation.—May Ist. Signs of complete obstruction 
developed and an emergency operation was performed. 
An intussusception of the sigmoid into the rectum was 
found. This could not be reduced. A _ transverse 
eolostomy was performed. Progress: The patient im- 
proved for a day and then developed signs of extreme 
thyrotoxicosis. She died on May 5th. 

Pathological report. — ‘Intussusception of sigmoid 
into rectum. The sigmoid being gangrenous, no primary 
lesion can be identified. ’’ 


CASE 10 

J.S., female, aged 58. Admitted April 26, 1940, to 
the service of Dr. R. R. Fitzgerald. 

History.—Four months before admission she began 
having attacks of pain over the pubes, followed by a 
desire to defecate. Straining at stool resulted in the 
passage of blood and mucus only. The attacks would 
last for a day or two, and then the bowels would be 
regular and normal for about two weeks. One month 
before admission a rectal polyp had been removed, with- 
out relief. 

Examination.—The abdomen was found to be very 
distended. An enema was attempted, but was returned 
as it was being given. 

Operation.—April 29th. <A large fungating carcinoma 
of the sigmoid was found. The sigmoid had intus- 
suscepted down into the rectum. Colostomy was per- 
formed. On May 16th, seventeen days later, an ab- 
domino-perineal resection of the sigmoid and rectum was 
carried out. - 

Pathological report—‘‘ Intussusception of the lower 
sigmoid into the rectum. The head of the intussuscep- 
tion is necrotic. Microscopic examination of sections 
taken through the head of the intussusception show a 
typical adenocarcinoma, which penetrates a short distance 
into the muscularis.’’ Progress: Satisfactory recovery. 
Discharged August 16th. 


SUMMARY 
An analysis of the 10 cases here reported 
shows that, clinically, two were acute and eight 


chronic. Two of the chronic cases developed 
aeute symptoms immediately prior to operation. 


Of these 10 cases 8 were found to be of the 
direct type, while 2 were of the retrograde 
type. Of the retrograde intussusceptions, one 
involved the ileum, while in the other the 
jejunum had intussuscepted into the stomach 
through a gastro-enterostomy stoma. 

As regards the site of the disease, it was 
found that the ileum was most commonly in- 
volved, the intussusception being in this loca- 
tion in five cases. The jejunum was involved 
in one case. There were two cases of ileocolic 
intussusception, and in two cases the sigmoid 
had intussuscepted down into the rectum. 

As regards etiology, two cases were of the 
primary type and eight of the secondary type. 
The following primary lesions were found in 
the eight cases of secondary intussusception. 
In two cases a Meckel’s diverticulum was 
definitely the cause of the intussusception, 
while in a third case a Meckel’s diverticulum 
was found immediately above the intussuscep- 
tion, and it is felt that this was the predispos- 
ing factor. In one case appendicular disease 
was apparently the basic factor. In one case 
a mesenteric gland was found to be the cause 
of the intussusception. In one case intussuscep- 
tion was secondary to a pre-existing gastro- 
enterostomy. There were two cases of tumour 
of the bowel causing intussusception. One of 
these was a carcinoid tumour of the small 
bowel; the other, a carcinoma of the sigmoid. 


I wish to express my gratitude to those members of 
the hospital staff who have kindly permitted me to 
report upon patients who were under their éare. 


BIBLIOGRAPHY 


1. BALLIN, M. AND MorsgE, P. F.: Intussusception com- 
a visceral purpura, Ann. Surg., 1930, 91: 
7 


2. BAUMANN, E.: Wiederholte Aufsteigende Diinndarm- 
invagination bei einer Gastroenterostomierten Frau, 
Arch. f. klin. Chir., 1919, 111: 504. Augsteigende 
Jejunum-invagination nach Gastro-enterostomie, 
Zentralblat. f. Chir., 1921, 42: 1543. 

. FISKE, F. A.: Intussusception due to intestinal tu- 
mours, Ann. Surg., 1937, 106: 221. 

. GISSANE, W.: Recurrent intussusception of the jeju- 
num, Brit. J. Surg., 1938, 25: 608. 

. GROPER, M. J.: Retrograde enteric 
Amn. Surg., 1940, 112: 344. 

. JONES, J. G.: Chronic intussusception, Brit. J. Surg., 
1924, 12: 378. 

. KEANE, F.: Acute intussusception in an adult, prob- 
= ae to round worm, The Practitioner, 1925, 

. LADD, W. E. AND Gross, R. E.: Intussusception in 
infancy and childhood, Arch. Surg., 1934, 29: 365. 

9. LEICHTENSTERN: Nothnagel’s Encyclopedia of Practi- 
cal Medicine, .Diseases of Intestine and Peritoneum, 
Saunders, Phila., 1907, p. 499. 

. MACNAB, D. S.: Intussusception, 
1940, 42: 447. 

- Marr, N. G. AND MARXER, O. A.: Intussusception of 
the jejunum, The Lancet, 1932, 223: 392. 

. NIXON, J. W.: Recurrent intussusception, Med. Record 
é€ Annals, 1923, 17: 232. 

- Poston, R. I.: Acute enteric intussusception in an 
— caused by lipoma, Brit. J. Surg., 1934, 22: 


he RoAN, O.: Intussusception due to benign tumours of 
= small intestine, Texas State J. Med., 1932, 27: 


intussusception, 


Yow » w 


oo 


Canad. M. Ass. J., 











THE CANADIAN MEDICAL ASSOCIATION JOURNAL 






OSTEOMYELITIS OF THE FRONTAL BONE* 


(WiTH OBSERVATIONS ON SEVENTEEN CASES) 


By Anous A. CAMPBELL 


Toronto 


OSTEOMYELITIS in any of the skeletal 
bones is a dreadful and crippling disease, 
but when it oceurs in the frontal bone or skull 
it is especially to be dreaded because of the 
proximity of the brain and meninges. 

At the Toronto General Hospital and in 
private practice during the past ten years, 
' seventeen such cases have come under my ob- 
servation; an average of less than two each 
year. This would seem to indicate that the 
disease is comparatively rare, but one is satis- 
fied that many cases are not recognized. Of 
the seventeen cases two were referred with a 
diagnosis of erysipelas and one with a diag- 
nosis of cellulitis of the scalp, showing that 
even good general practitioners are not very 
familiar with the disease, and many cases, 
especially the fulminating ones, may come to a 
fatal termination without a correct diagnosis 
being made. Indeed it is only during th past 
generation and mostly during the past ten years 
that the rhinologist has begun to have a 
clearer view of this disease and adopt means of 
dealing with it successfully. 

As long ago as 1893 Sir William Macewen,’ 
in his great work on pyogenic diseases of the 
brain and spinal cord, laid the foundations of 
our knowledge of this disease. Twenty years 
later Dan McKenzie? wrote a most comprehen- 
sive article on this subject, pointing out that 
the disease was associated with both acute and 
chronic frontal sinusitis. He advocated wide 
removal of the diseased bone in the frontal 
area and stated that the lost bone was regen- 
erated in most cases. More recently Hvidberg,® 
Mygind,* and Kettel> in Denmark; Fursten- 
berg,® Mosher and Judd’ and many others in 
the United States have taken up the torch and 
each of these illustrious rhinologists has given 
us a better view behind the curtain of darkness. 

The disease is one of early adult life, the 
youngest in our group being fourteen and the 
oldest forty-six. One-half were under twenty 


* A paper read before the Section of Otolaryngology, 
Academy of Medicine, January 19, 1942. 





and two-thirds were under thirty years of age. 

Swimming is often mentioned as a common 
cause of osteomyelitis, and four of this group 
were so caused. In six there was a history of 
previous frontal sinusitis; five followed acute 
head colds; one was associated with a general 
furunculosis; one followed a _broken-down 
gumma and only one followed an external 
operation. Turner and Reynolds® report eight 
eases, all of which followed external radical 
operations on the frontal sinus and of the eight 
only two got well after having had frontal lobe 
abscesses drained. The disease is very deadly, 
and, even when capably handled, Furstenberg® 
lost six out of fourteen patients. In our group 
we were more fortunate but we lost three. 
Relapses are very common and one of our re- 
cent patients has had eight operations in three 
years for the removal of sequestra. No case 
can be considered cured for at least two years 
and two of our patients had to be operated on 
again after three years. 


According to Morris’ Anatomy the diploic 
veins of the skull are contained in bony 
channels in the cancellous tissue between the 
outer and inner tables. They are of large size, 
have thin walls and form irregular communica- 
tions with the superficial veins of the scalp, 
the veins of the dura and frontal sinuses. They 
have no valves. The frontal, fronto-parietal 
and fronto-sphenoidal diploic veins are those 
most frequently involved in osteomyelitis, al- 
though the occipital may be involved, especially 
in traumatic cases. Infection may spread from 
the frontal sinus by direct continuity of tissue, 
but from our observations and those of others 
the disease seems to spread as a thrombo- 
phlebitis of the veins in the neighbourhood. 
As the phlebitis spreads there is edema on the 
surface, invasion of the dura, and, when loeal- 
ization takes place, destruction of one or more 
areas of bone and the formation of sequestra. 
With the microscope small hemorrhages and 
abscesses can be seen in the infected bone. 
These hemorrhages cause a dark colour in the 
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bone and the small abscesses are readily seen 
in the gross. The dark appearance of the bone, 
together with the discovery of small abscesses 
and the softness of the bone are valuable guides 
to the surgeon when removing infected areas. 
Furstenberg® states that healing may take place 
by the formation of fibrous tissue in the diploic 
spaces and the formation of new bone. 

The diagnosis should be easy, but as stated 
above one of our cases was treated for cellu- 
litis of the scalp and two others for erysipelas. 
The history of an acute nasal infection, a septic 
patient with swelling of the eyelids and the 
pitting edema of the forehead, ‘‘Pott’s puffy 
tumour’’, make the diagnosis relatively sure, 
although in one of our cases the cedema of the 
forehead was due to a fistula through the 
anterior wall of the frontal sinus without other 
involvement of the frontal bone. 

X-ray will demonstrate the size and changed 
density of the sinuses but is not much help in 
the early stages. MacMillan® says that actual 
necrosis of the bone cannot be demonstrated 
until the infection has been present for at least 
a week. 

The complications to be expected are orbital 
abscess, meningitis, extradural and intradural 
abscess either single or multiple. Two patients 
developed epileptiform fits after treatment. 
One was of a mild type and cleared up entirely 
after reopening of the wound and removing 
the sear. The second was quite severe. The 
attacks began three years after the origi- 
nal infection and recurred at such frequent 
intervals that she had to give up her work. 
The wound was reopened and the scar removed 
but with little or no effect. However, after 
the wound had been reopened three times in 
as many months the spasms finally ceased and 
there have been no more attacks for five years. 

Staphylococcus albus or aureus was found in 
all our cases but a streptococcus was reported 
as well in two. Stevens’® suggests that a sym- 
biosis takes place and this may help to explain 
the great difference in behaviour of this infec- 
tion in different individuals. Early cultures 
are of great assistance in chemotherapy. 

Early classification of the disease is very im- 
portant because on this depends the type of 
treatment. Williams and Heilman™ suggest 
three types of this disease to which I should 
like to add a fourth: (1) An acute fulminating 
type, seen after swimming or an acute nasal 
infection, when the patient is very ill with high 
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fever, rapid pulse, headache, drowsiness, swell- 
ing of the eyelids and rapidly spreading pitting 
cedema of the forehead. (2) A localizing type, 
less severe than the above and tending to 
localize, with the formation of sequestra, (3) 
A subacute spreading type in which there is a 
tendency to localize but with repeated exacer- 
bations. (4) A type in which there is a local- 
ized breaking down of bone associated with 
trauma, a general furunculosis, or an old 
broken-down gumma, and not related to infec- 
tion in the accessory sinuses. 

In our group eight were classified as fulmi- 
nating, and of these, three died, one of 
meningitis on the third day, one of meningi- 
tis and early brain abscess on the fifth 
day and one of meningitis and multiple brain 
abscesses in the sixth week after having had 
the skull removed back to the occipital area. 
Of the five who recovered three were so muti- 
lated that they almost wished they were dead. 
However two of these have been greatly im- 
proved by plastic surgery but the third has so 
far refused to have any more operations and 
is covering up her deformity as well as she can. 

In class two there were five cases and no 
fatalities. After removal of the sequestrum 
and drainage of an extradural abscess all got 
well with lesser degrees of deformity. 

In class three were two cases neither of 
which was very severe. After quiet periods 
varying from a few weeks to several months 
exacerbations followed head colds with swell- 
ing of the lids and sealp. After removing a 
small sequestrum the condition would quiet 
down only to recur. One has had eight such 
operations in four years. 

In class four were two cases. One was asso- 
ciated with boils elsewhere on the body. One 
large one formed on the forehead which broke 
of itself, leaving a large crater at the bottom of 
which a small sequestrum formed and slowly 
separated. In the other a painless lump formed 
on the forehead, which later broke down, be- 
came infected and bare bone could be felt at 
the bottom of the wound. This patient had a 
strongly positive Wassermann test and rapidly 
cleared up on anti-syphilitie treatment. This 
latter case is rare now but before the days of 
Wassermann was not uncommon. I have often 
heard surgeons of a generation ago state that 
osteomyelitis of the skull was related to lues 
and that no case suspected of lues should have 
an external operation on the frontal sinus for 
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fear of precipitating an attack. Mereury and 
iodides were frequently used in treating the 
disease, 

These types are by no means constant and 
tend to overlap. A patient may start out as a 
mild type and become severe later, or vice 
versa. All must be considered to be potentially 
of the fulminating type and should have the 
blood typed immediately, since transfusions 
may be required. If the patient is septic sulfa- 
thiazole should be given at once, preferably 
intravenously at first, and the blood level 
maintained at about 0.5 mgm. %, since men- 
ingitis may develop early and is the com- 
monest cause of death. Most cases are uni- 
lateral, and under light general anesthesia an 
incision is made below the offending brow and 
a good opening made into the frontal sinus. 
This accomplishes three things: it relieves 
pressure in the sinus; it allows a culture to be 
made on which chemotherapy may be based, 
and it cuts off the supratrochlear and supra- 
orbital nerves so that later procedures may be 
carried out under local anesthesia. The patient 
may now be watched for a day or two and if 
the edema spreads or the symptoms progress, 
radical removal of the frontal bone well beyond 
the infected area should be undertaken. Pro- 
longed operations can very well be done with 
local anesthesia without the shock of a general 
anesthetic. In some of our earlier cases we 
were unable to complete the operation because 
the anesthetist would not vouch for the safety 
of the patient. Extradural abscesses are very 
common and were found in all our fulminating 
cases and in most of the cases in types two and 
three. Intradural abscesses are less common 
but we found four, two ante mortem and two 
post mortem. 

Two-stage operations are preferable in most 
patients. 

In bilateral cases the first stage consists of 
making openings into the frontal sinuses under 
the eyebrows and with general anesthesia. 
The patient is then watched for a day or two 
and chemotherapy pushed. If severe symptoms 
persist a more prolonged second stage opera- 
tion is undertaken with local anesthesia. An 
inverted U-shaped incision is made down to the 
bone, above the hair line, from one temporal 
region to the other. A large flap of sealp is 
now turned downward to the infected area. 
Burr holes are made in the frontal bone well 
beyond the diseased area and the bone removed 


down to and including the frontal sinus, but 
leaving the supraorbital ridge carrying the 
brow. Further deformity may be prevented by 
careful attention to the flap during the opera- 
tion. To obviate pocketing of pus the dura is 
lightly covered with vaseline gauze, the flap is 
replaced over it and lightly stitched in place. 
Drainage is provided for above the hair line 
and below the brow. The presence of an intra- 
dural abscess must be considered and, if neces- 
sary, the flap can be easily removed to deal 
with it. 

In unilateral cases the usual first stage in- 
cision is made below the brow, and at a later 
stage a vertical incision is made medially, ex- 
tending upward above the hair. line and then 
laterally toward the temple. A V-shaped flap 
is turned down to expose the infected area, and 
the bone removed down to the brow. The flap 
is replaced as in the bilateral case. 

Relapses are relatively common and must be 
dealt with as they occur. Small sequestra may 
work out of the wound margins for weeks. 
Tunnelling was tried in one case but was un- 
successful, even though the tunnel seemed well 
beyond the diseased bone. 

Natural repair of the bony defect is usually 
good in young patients if sufficient time is 
allowed to elapse. It is much better when the 
flaps are carefully handled and replaced im- 
mediately after the operation, care being taken 
to prevent pocketing of pus underneath them. 
Kazanjian’® states that practically all the de- 
formity can be repaired by plastic surgery, 
but not without some risk, especially if repair 
operations are undertaken too soon. One of 
our cases has been greatly helped by two 
plastic operations, while another required four. 
Prevention of deformity by a greater care of 
the flaps and a wise choice of incision should 
be our aim, always keeping in mind the safety 
of our patients. © 

It is not claimed that we have solved the 
problem of osteomyelitis of the frontal bone, 
but we do claim that our mortality rate has 
been greatly reduced and the resulting de- 
formity much lessened. 


CONCLUSIONS 


1. Four types of osteomyelitis of the frontal 
bone have been observed. 

2. The acute fulminating type is the most 
severe, is rapidly spreading, and is often fatal. 
This type requires radical treatment. 
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3. The commonest causes of death are menin- 
gitis and brain abscess. 

4. Extradural abscesses are so common in all 
types that they should be looked for at opera- 
tion. 


5. Chemotherapy combined with radical two- 
stage operations has greatly lowered the mor- 
tality rate. 

6. A wise choice of incisions and greater 
care of the flaps have lessened the deformity. 

7. Local anesthesia in prolonged operations 
reduces the tendency to shock. 

8. Pitting edema of the forehead is a valu- 
able sign in diagnosis and in judging the ex- 
tent of the disease, but care must be taken not 
to confuse it with the swelling seen in a loecal- 
ized subperiosteal abscess due to a fistula in the 
anterior wall of the frontal sinus. 
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AMPUTATIONS AND AFTER TREATMENT* 


By H. K. MacDoNaLp 
Halifax 


OR thousands of years war has been a great 

surgical teacher. This is particularly true in 
regard to amputations of the extremities. While 
peacetime experience is considerable, it is wide- 
spread, disorganized and often unpublished; in 
war it is concentrated, organized, and experience 
gained is systematically disseminated. The last 
world war, among other things, established the 
place of the circular amputation in the presence 
of sepsis, the value of re-amputation as a special 
form of treatment, and the improvement and 
fitting of prosthetic appliances. The present 
conflict has likewise added to our knowledge as 
will be later noted. 

Two factors always requiring consideration 
when an amputation is contemplated are: (a) 
The adequacy of the circulation and, (b) the 
severity of infection if present. The circulation 
is considered adequate in the lower extremity, 
for example, if the foot is warm, regardless of 
the presence or absence of dorsalis pedis pulsa- 
tion, and if pain vanishes from the part after 
rest in bed for 24 to 48 hours. Experience, plus 
the well tried methods of inspection and palpa- 
tion usually solve the problem. In eases of doubt 


* Read at the Seventy-third Annual Meeting of the 
Canadian Medical Association; Jasper Park, June 17, 
1942, 





dermothermie and oscillometric readings may 
prove a deciding factor. 

Where infection is present fever is of the 
utmost value in determining its severity. The 
leucocyte count and sedimentation test are help- 
ful. When the temperature persists over 101° 
F. for more than 48 hours during rest in bed 
and there is persistent pain and lowered tem- 
perature of the toes and foot, amputation is 
indicated as an emergency procedure. The gen- 
eral condition of the patient and the presence 
or absence of constitutional disease are, of course, 
to be given consideration in their proper perspec- 
tive. In many eases indications for immediate 
amputation are clear, although in cases of 
trauma the decision may not finally be made 
until the extremity is carefully examined, with 
the patient under a general anesthetic. Great 
comminution of bone with damaged joints, and 
failure of circulation in the distal portion of a 
limb with evidence of severe nerve injury may 
well be regarded as a definite indication for 
primary amputation. The age of the patient 
and the presence of serious major injuries else- 
where in the body may, however, prove deterring 
factors. The surgeon may safely be more con- 
servative in wounds of the upper extremity, as 
the risk to life from subsequent sepsis is less and 
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the capacity of the limb to survive severe vascu- 
lar injury greater than in the lower limb. Re- 
gardless of the amount of traumatism to muscles 
and bones, the presence of an intact circulation 
should indicate conservative treatment. How- 
ever in the lower limb large muscles in the thigh 
are favourable sites for the growth of organisms, 
while their vascular supply of the large and 
bulky muscles predisposes to the extension of 
sepsis in these parts. 

Where progressive sepsis is present and well 
developed, amputation is often necessary to save 
life. Anaerobic infections are fortunately fairly 
rare in civilian life where proper prophylactic 
measures are taken early. Failing circulation to 
peripheral parts with evidence of severe toxemia 
and the development of moist gangrene require 
immediate action. 

A primary amputation carried out for any 
purpose may be followed later by a secondary 
amputation. This is usually necessary after a 
guillotine amputation, or following a primary 
amputation with subsequent sepsis where the 
flaps separate, the tissues retract and the bone or 
bones protrude. Occasionally adherent scars, 
neuromata or the insufficient coverage of the 
underlying bone makes secondary amputation 
desirable. This procedure as a rule is carried 
out with the end in view of securing the satis- 
factory application of an artificial limb or 
prosthetic appliance. 

The site of amputation is always an important 
point to decide. In general it depends upon the 
essential requirement of adequate circulation. 
In the lower limb a procedure suggested by Kirk 
to determine the condition of the popliteal 
vessels is worthy of mention. That is, normally 
the blood pressure reading over the femoral 
artery is from 15 to 20 mm. higher than over the 
brachial artery. If this condition is discovered 
on examination, amputation below the knee may 
safely be carried out. If a reading is obtained 
below normal or cannot be obtained at all, then 
amputation above the knee is indicated. The 
hyperemia test of Moscheowitz is also of value. 

Whenever possible, and when not a dire emer- 
gency, preparation of the patient and of the site 
for operation should be carried out with the 
most meticulous care. Where definite shock is 
present efforts to overcome it before carrying out 
operative procedures are well worth the time 
employed. Sedation, blood transfusions, etc., 
particularly in the presence of severe fluid loss 
are always indicated. It must be remembered, 
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however, that the presence of a damaged limb 
may materially contribute to the prolongation of 
shock and its removal with as little delay as 
possible is, therefore, advisable. Refrigeration 
during this period, as- suggested by Allen, is 
claimed to possess definite value. - 

The extent of the flaps is a matter of much 
difference of opinion. The only safe rule to 
follow is that they are of sufficient length that, 
when sutured, no tension exists. They should 
also be fashioned in such a manner that the 
position of the suture line will not be so located 
as to produce pain from pressure of the artificial 
limb to be fitted later on. Flaps of equal length 
appear to provide better circulation in certain 
cases. The separation of the bone or bones high 
up, in order to secure good coverage, is most 
important. Fascia should not be separated from 
muscles. Injured muscle tissue predisposes to 
Nerves should 
be separated as high as possible without crush- 
ing. Vascular bleeding should be controlled by 
ligating vessels separately and muscle tissue 
should not be included in the ligature. In high 
thigh amputations a primary incision for control 
of the femoral vessels is advisable. 

In the presence of sepsis or potential sepsis it 
is often wise to sacrifice an inch or two of length 
in the flaps in order to secure healthy tissue. If 
it is felt that sepsis is unavoidable the flaps 
should be lightly sutured over paraffin gauze 
and drainage instituted. 

In the lower limb the modern site of election 
in a thigh amputation is 10 inches below the tip 
of the great trochanter. The total length of the 
flaps should be a little more than 11% times the 
diameter of the limb at the point of section. 
Flaps may be anterior and posterior, The long 
posterior flap is advocated to avoid a scar at a 
point where pressure may later prove a source 
of complaint. Where an artificial limb is not to 
be employed later a cireular amputation with a 
transverse suture line can be employed. If the 
thigh stump is for any reason less than 6 inches 
in length it is likely to be of little value in sup- 
porting an artificial limb. However, for cosmetic 
purposes a limb may be fitted with some success, 
when only the neck of the femur and a part of 
the great trochanter remains. In amputation 
below the knee the site of election is 6 inches 
below the joint line on the tibia. Anteroposterior 
flaps are usually satisfactory. The fibula should 
be divided one inch above the tibial section. If 
for any reason section must be made closer to 
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the knee joint the head of the fibula should be 
entirely removed. 

In the region of the foot the older types of am- 
putation, Chopart’s, Lisfrane’s, Pirogoff’s and 

.Hey’s, have practically disappeared from the 
modern textbooks of surgery. If an amputation 
is indicated in this region, Syme’s is considered 
by many the operation of choice. In uncom- 
plicated diabetic gangrene with the diabetes well 
controlled, the removal of a toe or toes is in 
order. This is the one exception. Gallie, of 
Toronto, has remarked that, ‘‘In spite of the 
fact that for nearly 100 years academic storms 
have raged about the operation of Syme, our 
experience has been that it is the best of all 
amputations of the lower extremity, and that, 
when well done, it allows a man to stand and 
walk all day, to follow the plough, to work in a 
factory, or to do most of the things that a normal 
man can do.’’ The experience of others with the 
Syme amputation does not give quite such a 
favourable view and, due to poor peripheral 
circulation, it is stated that many re-amputations 
are necessary. The performance of this opera- 
tion requires much care to see that the heel flap 
is well fitted on the ends of the sectioned bones, 
that sufficient tissue be present to secure a firm 
pad but not a redundant pad. Redundancy 
leads to difficulty when an artificial limb is fitted. 
It may be further noted that, while this stump 
lends itself well to the use of an end-bearing 
prosthesis the addition of an artificial foot, 
unless of such light material that it possesses 
cosmetic value only, is difficult to perform and 
often unsatisfactory to the wearer. 

My experience has been that in civilian life, 
where Syme’s amputation was definitely indi- 
cated, the functional results have been excellent. 

The relative inefficiency of prosthetic ap- 
plianees in the upper limb favours the preserva- 
tion of as much tissue as possible. The same 
principles observed in relation to sears and flaps 
should be followed as in the lower extremity. 
Amputation at or about the shoulder joint, if 
done, should be performed in such a manner as 
to preserve a portion of the upper end of the 
humerus. This possesses no functional value but 
preserves the contour of the shoulder and assists 
the limb fitter in his task. 

Above the elbow the ideal level is 3 inches 
from the elbow joint and any bone remaining as 
high up as five or six inches below the acromion 
process is useful. Below the elbow the best site 
is 214 inches above the styloid process of the 





ulna, Any length of bone to within 4 inches of 
the internal condyle of the humerus is useful. A 
shorter stump in this region is of so little value 
that amputation above the elbow joint is 
desirable. 

Amputation of the fingers should be done con- 
servatively but not to the point of folly. The 
distal phalanx that will ultimately possess 
neither feeling nor function may have cosmetic 
value to a woman but be a handicap to a man. 
The principle is to remove all tissue so damaged 
that its vitality is doubtful and even when 
successfully retained would have questionable 
function. Nature seems to have blessed the 
thumb with extra powers of recuperation and, 
since it is the most useful of the digits and has 
but two phalanges, all possible efforts should be 
made to retain it. If the index finger must be 
sacrificed and the middle finger is in good con- 
dition, one must carefully consider the removal 
of the head of the index metacarpal. Any loss 
of strength is more than compensated for by 
improved grasping power, and its removal pre- 
vents the oft-heard complaint that it is an 
exposed and painful promontory continually 
subject to trauma. The same consideration 
should be given to the removal of the head of the 
metacarpal of the little finger if it likewise has 
to be sacrificed in its entirety. 


AFTER TREATMENT 


After-treatment of all amputations is most 
important. In the absence of sepsis too fre- 
quent dressings are to be avoided and this 
largely applies to fingers and toes. At the end 
of forty-eight hours after operation dressings 
should be changed in the ease of digits. In addi- 
tion to the dressing, stumps are passively moved 
through the full range of each joint. The 
uninjured digits are first moved to ensure under- 
standing and confidence. Passive movements 
are carried out daily. At the end of the first 
week gentle active flexion may be tried. If 
healing is satisfactory sutures are removed about 
the tenth day and, while passive movements are 
continued, there is a daily gradual increase in 
the range of active movements. If this routine 
is followed in finger amputations complete joint 
movements are assured and in three weeks, 
apart from tenderness of the stump, the hand is 
useful. Splints in finger amputations are un- 
desirable since they tend to stimulate adhesions, 
resulting in stiff joints difficult to correct. 

What may be said of the digits applies 
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equally to the larger joints. In the thigh ampu- 
tation prolonged flexion of the stump on a 
pillow with subsequent lack of care results in 
flexion of the hip joint which is very difficult to 
overcome and a great handicap to the fitting 
of an artificial limb. Although compression 
bandages must be used to obtain shrinkage 
preparatory to a fitting, it must not be thought 
that the amputation stump should go unexer- 
cised. Muscle weakness due to disuse may be a 
definite handicap in the use of an artificial limb 
and, in elderly subjects, may be permanently so. 
It is not sufficient to offer a prosthetic appliance 
that fits the stump accurately. To be of any 
value it must prove useful. The surgeon has a 
definite responsibility in stimulating confidence 
and teaching the man to use his appliance. 
Over-optimism on the part of the patient at the 
beginning is sometimes followed by an equal 
degree of depression when he feels the weight 
of the appliance and has his first difficulty with 
his over enthusiastic attempts at walking. If 
proper shrinkage of the stump has been earried 
out, a limb ean be furnished from ten to twelve 
weeks after amputation. During the period of 
waiting the diet must be watched to prevent the 
accumulation of excessive weight. When the 
limb is secured and adjusted, walking should be 
carried out according to the following program: 

1. Walking out with a stick.—The stick should 
be held in the hand on the sound side, otherwise 
the patient will not bear any weight on the arti- 
ficial limb and will never learn to walk properly. 

2. The first attempt to walk is made by ad- 
vancing the normal limb a short step forward 
and then the artificial limb is dragged up and 
forward. The patient feels most insecure, and 
he must be taught as soon as possible to take 
long steps. 

3. Next he must be taught to advance the arti- 
ficial limb and bring the sound one beyond it. 
This makes the beginning of a normal gait. 

Walking upstmrs the patient should always 
first step on the sound limb and then raise the 
artificial limb. The patient learns to turn first 
by short paces and then more quickly by ordi- 
nary paces. Simple dressing lessons, walking on 
rough ground, are additional exercises as the 
patient progresses. Every patient does not re- 
quire lengthy training. Some are so keen and 
intelligent that it is remarkable how quickly 
they learn and how soon they commence walking 
normally. With the co-operation of the surgeon 
and the limb fitter the average individual, even 
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with the handicap of an amputation, will quick- 
ly return to the state where, in most instances, 
he ean and will become again a useful member 
of society. < 

Whether an artificial limb should be furnished 
to the elderly person with well-marked arterio- 
sclerosis, or one whose heart shows limited com- 
pensation, or to a person of extreme weight and 
awkwardness, is always a matter for considera- 
tion. It must be remembered that in such 
persons attempts to effectively use the part may 
definitely result in shortening the period of life. 

Recent magazine articles have made reference 
to the so-called ‘‘refrigeration treatment’’ of 
certain types of eases, which if permitted, would 
eventually terminate in gangrene and require 
amputation of varying degrees. My attention 
was first drawn to this in an article which 
appeared in the American Journal of Surgery, 
by Allen (1941, Volume 52), in which excellent 
results were obtained, particularly in cases of 
threatened diabetic gangrene. 

In the Eastern Canadian Port where I prac- 
tise my profession, large numbers of seamen and 
others have been landed and hospitalized, suffer- 
ing with their feet, and in some cases gangrene ~ 
is threatened, the amount of damage to the 
extremity or extremities depending largely upon 
the length of exposure. As you are aware most 
of these cases are among our merchant seamen, 
and although I have had no personal experience 
with this type of case, through the courtesy of 
Surgeon-Lt.-Commander MacKenzie and his ex- 
cellent staff of medical naval officers, I have 
been permitted to see some of these cases. 

I think it is worth while drawing attention to 
a method of dealing with them which, if not 
entirely new, is of fairly recent development and 
has given most encouraging results. This is the 
so-called ‘‘refrigeration treatment’’. The details 
of this I will not now describe, beyond saying 
that, as the name implies, the aim is to produce 
low temperatures in the affected parts. This is 
attained either by mere exposure to air by 
currents of air, or by packing with ice. The 
degree of refrigeration required varies with the 
condition. 

A summary of the results of this form of treat- 
ment in this hospital is as follows: (1) They 
have so far treated 188 of these cases. (2) 


There is a uniformly early relief of pain. The 
limbs tend to regain vitality and gangrene is 
(3) Toxie absorption is definitely 
(4) There have been no ill effects. 


averted. 
lessened. 











Sept. 1942] 


These results are gratifying, but, here as else- 
where it is not wise to exaggerate their value. 
There are other well recognized and equally 
excellent methods of treatment for this condi- 


tion. It is a little early perhaps to estimate 
accurately the comparative advantages of the 
refrigeration treatment over these other methods. 
I should like to say, however, that the surgeons 
in our hospital are complying with rigorous 
scientific requirements in applying the method, 
and information of great clinical value should 
result from their work. 

In most cases of amputation the ultimate end 
is to restore function to the point where the pa- 
tient, with the aid of an artificial limb, has 
gained the greatest degree of usefulness possible. 
In order to attain this goal, greater co-operation 
is necessary between the surgeon who does the 
amputation and the technician who constructs 
and fits the prosthetic appliance. Each has a 
separate viewpoint. Each has a common object 
in view. If both work together this common 
object will be attained. This co-operation 
should be secured early in the case and continued 
throughout. 

Considered from any point of view war is a 
tragedy, but often out of tragedy comes good. 
We are engaged in the present conflict because 
we have ideals and in the hope that the preserva- 
tion of those ideals will result in a better, freer 
and happier life for future generations. The 
world of the future will be featured by great 
industrial development. No doubt there will be 
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more people working but with shorter hours of 
employment than ever before. Like war, in- 
dustry takes its toll of bruised and broken 
bodies. The last Great War taught us much 
and enabled us to make mighty advances in 
industrial surgery and the care of civilian in- 
juries generally. Already the present conflict 
has added to our knowledge. Let us leave no 
stone unturned to apply each fragment so gained 
at great cost to furthering the welfare of pa- 
tients; present and future. In particular may I 
plead that the field of amputations receive your 
special attention. 


RESUME 


Lorsque l’on décide d’amputer il faut vérifier si 
la circulation locale est mauvaise et si le degré d’in- 
fection est important; les signes observés guideront 
le chirurgien. La T.A. locale aide & déeterminer 1’en- 
droit précis de l’amputation. On tachera de différer 
l’opération chez les malades schokés. La lambeaux 
suturés ne doivent pas étre tendus. Au pied, 1’opéra- 
tion de Syme parait la meilleure. En général, on doit 
tenter de laisser un moignon assez long pour faciliter 
la pose des piéces de prothése. S’il n’y a pas d’in- 
fection, les pansement ne doivent pas étre renouvelés 
trop souvent. Les mouvements passifs seront com- 
mencés tét, et les sutures enlevées oux dixiéme jour. 
Le moignon doit étre soumis aux exercices musculaires, 
Les amputés de la cuisse pourvus d’un membre arti- 
ficiel doivent tenir leur canne du cété non amputé; 
les pas seront d’abord courts; puis graduellement al- 
longés. Les escaliers seront escaladés pied sain le 
premier. Dans les cas de menace de gangréne, 
diabétique ou autre, la méthode dite de réfrigération 
a donné des résultats heureux. JEAN SAUCIER 


A STUDY OF THE RESULTS OBTAINED BY SECTION OF OVARIAN 
VESSELS AND ADJOINING TISSUE IN THE RELIEF OF CERTAIN 
TYPES OF PELVIC PAIN* 


By W. A. BIGELOW 


Brandon, Man. 


HIS paper is given the above title because we 

use the method here described to ensure a 
complete section of the ovarian sympathetic 
plexus. 

I do not claim any priority in the perform- 
ance of the operation which I am about to dis- 
cuss, but I wish to draw attention to a simple 
procedure which I think should be more often 
used for the relief of certain types of pelvic 
pain. I am referring principally to that pain 


* Read at the Clinical Surgical Society of Western 
Canada, held at Winnipeg, February 27, 1942. 





produced by the so-called pelvic varicocele. 
This operation is generally listed at our Clinic 
as an ovarian sympathectomy. 

The types of pain to which I refer are those 
produced by: (1) Pelvic varicocele or enlarged 
veins in the broad ligaments or ovarian veins. 
(2) A painful sequela of thrombro-phlebitis of 
these veins, (3) The occasional persistence of 


pain after the removal of ovarian tumours. 


Case REPORT 


In 1910 Dr. Sharpe and I removed a left-sided 
The patient con- 


ovarian cyst weighing four pounds. 
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valesced normally and left the hospital in three weeks. 
Two months afterward she returned complaining of the 
same pain. Pelvic examination was negative, so we 
had to tell her the cause of the pain was adhesions, 
and advised operation. My guess was incorrect, for 
on opening the abdomen nothing pathological was to 
be found on that left side or anywhere in the pelvis, 
and certainly no adhesions, We were at a loss to know 
what to do to relieve her pain. The only possible way 
out of our dilemma was to interrupt the nerve supply 
of this painful area by sectioning the ovarian vessels 
on that side. This was done through a small opening 
through the peritoneum below the left common iliac 
vessels. The left ovarian vessels including lymphatics 
and adjoining tissues were doubly ligated, cut between, 
and dropped back post-peritoneally. The result of this 
operation was gratifying to all, as she got complete re- 
lief from the pain. 


Since that occasion this operation has been 
frequently done at our clinic in conjunction 
with other operations, or alone, to relieve cer- 
tain pain symptoms in the pelvis. 

In making this report I have omitted all 
cases in which there was any other diagnosable 
lesion present except the aforementioned condi- 
tions. The number of these selected cases 
studied and reported is thirty-eight, distributed 
as follows: (18) right-sided pain; (17) left- 
sided pain; (3) pain in both sides. Five cases 
were associated with retroversion of the uterus. 
In three of these the retroversion was corrected 
and an ovarian sympathectomy done. 

The subjective symptoms of this group were 
uniform in 36 cases; viz., pain low down in the 
side, characterized by throbbing; bearing down 
feeling of fullness. This pain was exaggerated 
while standing or working. In 29 of the cases 
the pain increased during the premenstrual 
period one to three days, and eased off as the 
period progressed. 

In 4 of the cases there was also an associated 
sacral backache. Three of these had a retro- 
version of the uterus. In 5 of the cases the 
pain radiated into the hips and down the thighs. 
In 7 of the cases the pain radiated upward 
along the course of the ovarian vessels. 


BALLOONS MADE FIRST PAMPHLET Raips.—Carriers 
for the first pamphlet raids on Germany started from 
Canada during the first Great War. The leaflets travelled 
in small rubber balloons which were inflated with hydro- 
gen and when the wind was right were released where 
they would float over German territory. There they 
would rise to great heights until they burst and let the 
leaflets flutter down to be read by curious Germans over 
wide areas. Like worthy old soldiers, these Canadian- 
made balloons have passed on those early duties to 
others and have been promoted to new important work. 





In 2 of the eases a previous 6ophorectomy had 
been done on the affected side. 

The technique of the operation is briefly as 
follows: The abdomen is opened and the peri- 
toneum over the ovarian vessels picked up at a 
convenient point between the common iliac 
vessels and the suspensory ligament of the 
ovary. A small opening about one inch long 
is made in the peritoneum at this point. With 
a blunt hook the ovarian vessels and adherent 
tissue are encircled and drawn out into the ab- 
dominal cavity. This mass is ligated doubly 34 
of an inch apart. The whole ligated mass is 
cut through between the ligatures. The ligated 
ends are allowed to drop freely back into their 
post-peritoneal bed, and the peritoneum closed 
with a fine plain catgut running suture. 

A summary of the results obtained by this 
operation follows.—Thirty-seven of the patients 
obtained complete relief from the pain; in one 
case there was no relief; there were no post- 
operative complications; there were no deaths. 
I might say that in two instances a subsequent 
laparotomy was done years afterwards, and ex- 
ploration showed no signs of atrophy or ovarian 
degeneration on the ligated side. 


SUMMARY 


The results of a few cases studied are: 

1. That this operation provides a simpler and 
safer method of relieving the aforementioned 
types of pelvic pain than many other accepted 
operative measure. 

2. That the afferent sympathetic nerves of the 
ovarian plexus constitute the main pain routes 
for this area. 

3. The incidence of 18 operations on the right 
side as compared with 17 on the left side might 
cause one to overlook the fact that the left 
ovarian veins are more prone to varicosities 
than the right. 


Today they explore the weather of the upper air for 
the benefit of their mighty winged successors. They 
chart safe airways for civil fliers, and, as targets, 
sharpen the sting of fighting fliers and anti-aircraft 
gunners. Each day these useful indicators are released 


from weather stations and airports across. Canada to 
determine the height of clouds, the ceiling to the air- 
force and civil flyer, wind direction, velocity and other 
data important to the safe and efficient operation of 
air transportation and weather prediction.—C. I. L. 
‘¢Oval’’. 
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ETHER, THE ALL-PURPOSE ANASSTHETIC* 


By D. G. REVELL, JR. 


Winnipeg, Man. 


ROM the title of this paper it would appear 
that the whole subject of ether anesthesia in 

all its aspects is about to be discussed. However, 
the limit of time necessitates reducing the topic 
to the importance of heat factors in ether anes> 
thesia, giving particular attention to the drop 
and sufflation techniques. Brief descriptions of 
original apparatus for administering ether and 
for generating moist, warm ether vapor are 
offered. 

In spite of the development of new anes- 
thetic agents and new methods of administration, 
ether by the drop technique is still the most 
commonly used form of surgical anesthesia, 
especially where the less experienced anesthetist 
is in attendance. Ethyl ether for nearly a 
century has been the standard of comparison for 
other anesthetic agents, and remains the reliable 
stand-by where muscular relaxation is required 
during the use of the less potent gases. Ether 
has relinquished some of its glory to newer 
agents possessing certain advantages but it re- 
mains the safest, most frequently used, and most 
reliable general anesthetic agent, especially in 
the hands of the less experienced. It is doubtful 
that ether will ever deserve the same bad name 
as its early rival chloroform. Indeed there are 
some contraindications for its use, and we have 
agents which are quite superior in certain situa- 
tions, but we are far from being able to do 
without ether. 


As it is my intention to discuss particularly 
inhalation ether anesthesia, only short mention 
will be made of the intravenous and rectal routes 
of administration. Attempts have been made by 
several workers to produce surgical anesthesia 
by the intravenous injection of aqueous solu- 
tions of liquid ether. However, the sparing 
solubility of ether in water or normal saline is 
such that rather large volumes must be injected 
to produce surgical anesthesia of any duration. 
Also hemolysis is said to occur when stronger 
than 5 per cent solutions are used, vascular pain 
is experienced by the patient during the induc- 


*Read at the Seventy-second Annual Meeting of 
the Canadian Medical Association, Winnipeg, June 
25, 1941. 





tion and vascular damage is subsequently evident 
along the veins used for the infusion. 

The rectal route of etherization, which in 
reality is a colonic route, has its advocates even 
in modern times, but the advantages afforded 
are very limited. The colon, though an efficient 
absorber of physiological liquids and gases, is far 
from being the ideal channel through which 
anesthetic agents such as ether should be ex- 
pected to reach the general circulation and thus 
the central nervous system. The position of the 
liver in relation to the venous drainage of the 
colon places it in the pathway of most of the ab- 
sorbed agent so that it is subjected to unneces- 
sary strain. The rate of absorption varies 
somewhat and the dosage is not as controllable 
as is desirable. Undiluted liquid ether by rectum 
was actually tried in 1847 by Pirogoff with 
results which one may well imagine. The 
sufflation of ether vapour into the rectum was 
also used for a time by Cunningham, Jr., of 
Boston, and even by the late Dr. Webster, of 
Winnipeg. The latter generated the vapour by 
placing the ether container in water hot enough 
to cause ‘‘fairly active ebullition’’ and led the 
100 per cent vapour right into the rectum. 

The necessary careful preparation of the 
colon by enemata and the inevitable after-effects 
of meteorism, tenesmus, diarrhea and even 
bloody stools were disadvantages which led to 
the logical abandonment of such technique. 
Ether in oil, by rectum, as first advocated and 
practised by Gwathmey, has been more success- 
ful, but it is used only very occasionally when 
surgical monopoly of the face region is neces- 
sary. Certain lying-in hospitals in the United 
States use ether in oil by rectum almost as a 
routine for normal confinements. The oil acts as 
an efficient diluent and vehicle. The heat of the 
body, which is just slightly above the boiling 
point of the ether, presumably causes vaporiza- 
tion of the ether, and absorption takes place in 
this state into the blood stream. The cooling of 
the colonic contents consequent on the vaporiza- 
tion somewhat automatically controls the rate of 
change and absorption. 
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Even when administered by rectum, the chief 
route of elimination of ether from the body of 
the anesthetized individual is through the lungs. 
The lower incidence of post-anesthetie pul- 
monary complications following rectal oil-ether 
strongly suggests the local chilling of the respira- 
tory tract during the drop technique as a major 
factor in this post anesthetic reaction. How- 
ever, the long after-narecosis seen following 
rectal administration rather definitely indicates 
liver damage and general impairment of vital 
functions. 

Owing to the ready volatility of ether and the 
ease with which its vapour passes the semi- 
permeable membrane of the pulmonary alveoli, 
the inhalation route of etherization is obviously 
the safest, most sensible, and most practical. 
Let us now consider the importance of heat in 
the administration of inhalation ether anes- 
thesia. As mentioned before, the drop technique 
for administering ether is the simplest and most 
frequently used method. Too often overlooked 
in connection with this procedure is the chilling 
to which of necessity the respiratory tract is 
subjected. Ether vaporized in such close 
proximity to the respiratory tract actually ex- 
poses the patient to a noxious influence which is 
of major importance in both post-anesthetic 
respiratory troubles and the general depression 
occasioned by excessive loss of body heat. The 
deep inhaling of cold vapours greatly accelerates 
the dissipation of body heat which to a great 
extent takes place by this route. We know that 
men are able to work and breathe vigorously in 
outdoor temperatures far below the freezing 
point of water without ill effect. However, the 
patient on the operating table, whose metabolism 
has been reduced to a low level by preliminary 
medication is in quite a different situation. The 
man working in the frosty outdoors is generat- 
ing large amounts of heat by his muscular 
activity. His exposed skin is dry and relatively 
ischemic and he is warmly clad. The patient 
under general anesthesia, and especially ether 
anesthesia, is generating practically no heat, yet 
dissipation of heat from the skin is increased by 
peripheral vascular dilation and passive per- 
spiration. Besides his metabolism being at an 
‘fall time low’’ his thermoregulatory centre is 
temporarily out of commission and there may be 
considerable local cooling of exposed serous 
surfaces, at the site of operation. Hence it is 
extremely important for the anesthetist to mini- 
mize heat loss for the patient by seeing that he 





is not unduly exposed and that minimal amounts 
of ether are used to maintain the narcosis. 

In observations made by the author during 
semi-open ether anesthesia for abdominal sur- 
gery the temperature of the gauze on the mask 
ranged down to ten degrees below zero Centi- 
grade. This of course was not the average gauze 
temperature, but serves to indicate how really 
cold parts of the mask through which the patient 
is breathing may become. In one case average 
undermask temperatures were found to be be- 
tween 19 and 20 degrees C., while the room 
temperature was 25 and the patient’s axillary 
temperature 38, As the temperature of exhaled 
atmospheres approached very closely to body 
temperatures it is obvious that the undermask 
temperature during inhalation was quite low. 
No rectal temperatures were taken before and 
after anesthesia but other anesthetists have 
reported drops of up to two degrees of body 
temperature after one hour of open ether. If 
one should allow an ounce of liquid ether to be 
poured over his bared back a thorough appre- 
ciation of the heat requirements of vaporizing 
ether would be experienced. Actually the 
thermal requirements of vaporizing ether, at 
room temperature, is 83.9 calories per gram. 
Approximately 2,000 calories of heat are used 
up in the vaporization of one ounce of liquid 
ether. The thermal energy necessary for the 
vaporization of ether on the anesthetic mask is 
borrowed, so to speak, from the inhaled and ex- 


‘haled atmospheres passing through the ether- 


wet gauze. Most of this heat debt has to be 
made good by the mucosa of the upper respira- 
tory tract, which in turn depletes the body heat. 
The normal function of the upper respiratory 
tract includes the important processes of warm- 
ing and moistening inhaled atmospheres so that 
the alveolar epithelium may carry on its func- 
tion of gaseous exchange under optimum tem- 
perature and humidity conditions. An appre- 
ciation of this fact enables us to understand the 
importance of avoiding the routine or unneces- 
sary use of pharyngeal or endotracheal airways 
or tubes during drop-ether techniques, as these 
short-cireuit the inhaled vapours right into the 
lower respiratory tract. Such unaccustomed 
frigid trauma to the trachea and larger bronchi, 
added to the irritant effect of the ether vapour, 
provokes a post-anesthetic hyperemia, conges- 
tion and excess of mucous secretion which 
diminish the functional capacity of the respira- 
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tory tract, conduce to inefficient exchange, and 
set the stage for atelectasis. 

In the drop technique of ether anesthesia 
cooling of the respiratory tract may be mini- 
mized by the use of partial rebreathing and by 
a steady administration of the ether so that the 
vaporization of large amounts does not take 
place at intervals. The inexcusable method of 
soaking a thick gauze mask at irregular inter- 
vals subjects the patient to a fluctuating anes- 
thesia which is undesirable, and exposes the 
respiratory tract to unwarranted chilling and 
excessive concentrations of vapour which are 
certainly more injurious than the even exposure 
to reasonable strengths of vapour at a more 
constant temperature. The off-hand manner in 
which ether anesthesia is administered by some 
anesthetists indicates a lack of appreciation of 
these facts and a lack of consideration of the 
well being of the patient. Just because ether 
anesthesia is simple to conduct and a common 
procedure is no excuse for slovenliness. 

The addition of alcohol to anesthetic ether 
does not in the least decrease the heat require- 
ments for its vaporization, but merely prevents 
frost formation on the mask by lowering the 
freezing point of the water vapour which con- 
denses there. Much of the heat used by the 
vaporizing liquid ether is derived from the heat 
of condensation of the water which condenses 
from the respired atmospheres. This heat is 
generated at the rate of 480 calories for each 
gram of water at a given temperature, but only 
a few grams at most are condensed during the 
anesthetic period. 

The lowering of under-mask temperature is 
of course directly dependent on the rate at 
which liquid ether is being placed on the mask 
and the respiratory activity of the patient. By 
properly enclosing the mask with a dry towel 
considerable rebreathing may be obtained and 
the amount of ether used correspondingly re- 
duced. Such an enclosing towel must not con- 
tact the mask gauze but merely surround a 
small space about the mask and should be open 
only at the vertically highest point. If there is 
a gap in the surrounding towel below the level 
of the mask the vapour produced during ex- 
halation, being cool and heavier than air, im- 
mediately falls away and is lost, causing waste 
of ether and the heat supplied by the patient 
for its vaporization. When the mask is proper- 
ly surrounded this exhaled vapour rises into 
the enclosed space above the mask and is re- 
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inhaled, effecting an economy in ether and heat, 
and maintaining a desirable concentration of 
carbon dioxide. The author considers the 
Yankauer ether mask to be preferable to the 
Gwathmey for convenience, efficiency and cost. 

Smooth administration of ether is essential to 
the maintenance of an even plane of anesthesia. 
Just as there is economy of gasoline and mini- 
mal strain on a car when it is driven smoothly 
so there is a definite saving in the amount of 
ether used and less strain on the patient’s 
respiratory mechanism when the ether is ad- 
ministered evenly. To facilitate this even 
administration of ether in the semi-open tech- 
nique the author has devised a simple ether 
dripper which may be attached to the mask 
and conveniently adjusted to deliver the ether 
at any desired rate. The ether, under slight 
air pressure, is led from the original container 
(one pound ean) to the mask through a suit- 
able length of small calibre rubber tubing. 
Delivery of the ether in clean, easily visible 
drops may be regulated by means of a modified 
spigot valve so arranged as to be adjustable or 
shut off by merely touching it with the finger- 
tip. The dripper may be attached to the mask 
in any position by an expanding spring clip. 
Besides facilitating smooth anesthesia and al- 
lowing a definite economy of ether the dripper 
spares the anesthetist from having to manually 
invert the ether container over the mask. He 
thus has a free hand with which to elicit eye- 
signs, take blood-pressure readings, enter chart 
recordings and perform numerous other duties 
without interrupting the evenness of the anexs- 
thetic. The use of the dripper greatly facili- 
tates and shortens inductions by providing 
steady and precise control of the rate of ad- 
ministration and permitting the effective over- 
lapping of any liquid inducing agent. The 
minimizing of excitement and hypersecretion 
during the shortened but progressive induction 
does much to ensure a dry respiratory tract 
during the operation and less vomiting of swal- 
lowed ether-tainted saliva during recovery. The 
author has developed and used this device over 
a period of eight years with very gratifying re- 
sults. Its use in several thousand eases has 
been without any observable adverse effects. It 
is so simple that its initial use by any anes- 
thetist is certain to be successful. The use of 


the dripper is especially appreciated where 
ether is used a great deal and mostly in those 
operations in which the surgical drapes and the 
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position of the head make the mask somewhat 
inaccessible. 


Turning now to the matter of generation of 
ether vapour at a short distance from the pa- 
tient for the purpose of any one of the sufflation 
techniques, we find that the provision of ade- 
quate, yet controllable, heat to carry on the 
volatilization becomes a real problem. You 
have all seen moisture from the air in the 
operating room condense on the outer surface 
of the usual form of ether bubble-jar where no 
provision is made to prevent the inevitable 
cooling of the liquid ether. You may have ob- 
served too that the potency of the vapour 
derived from such ice-cold ether is so low as to 
be ineffective in even maintaining surgical 
anesthesia in certain cases. Supplying heat by 
pouring hot water about the ether jar is a 
dangerous method of keeping the ether from 
excessive cooling, as lethal concentrations of 
vapour may unexpectedly be produced, with un- 
fortunate consequences. The concentration of 
the vapour produced by bubbling air (or oxy- 
gen) through liquid ether depends chiefly on 
the rate of flow of the vehicle and the tempera- 
ture of the ether. The temperature of the 
vehicle and the depth at which the bubbles are 
released in the liquid are factors of minor im- 
portanee. Since most bubbling vaporizers pro- 
vide for altering the rate of flow of the air, or 
oxygen, while the temperature of the liquid 
ether progressively falls during use, the vapour 
produced is of a progressively decreasing 
potency. The ideal ether vaporizer should pro- 
vide a controllable but unaltering strength of 
vapour. 

Taking the need for a safe and efficient ether 
vaporizer as a challenge the author set about to 
solve this technical problem several years ago. 
After a considerable period of work-bench ex- 
perimenting what is thought to be an entirely 
new method of vaporizing ether, or other volatile 
liquids, was evolved and an apparatus made 
which would supply, almost indefinitely, ether 
vapour of any desired concentration. Clinical 
trials were made in the Royal Alexandra Hos- 
pital in Edmonton in 1939 with successful 
results. Since that time an improved apparatus 


has been made and has been used in hundreds 
of cases with complete satisfaction. A further 
modification, without altering the principle, is 
now under consideration, and it is hoped that 
the apparatus may soon be made generally 


available. 
offered. 
The principle is the vaporization of liquid 
ether right im water, in a closed container 
which is automatically kept at a temperature 
just slightly above the boiling point of ethyl 
ether. The liquid ether, admitted through an 
enclosed visible dripper, is carried down into 
the warm water by a controllable flow of air or 
oxygen. Volatilization takes place completely 
and immediately in the warm water, and the 
resultant vapour is led under very moderate 
pressure through a suitable length and calibre 
of rubber tubing to the patient. In the most 
frequently used technique of under-mask suffla- 
tion the vapour is released under a Yankauer 
mask closely covered with a towel. Endoral, 
endopharyngeal, or endotracheal sufflation tech- 
niques may be used or even endotracheal partial 
rebreathing in certain cases. The temperature 
of the water in the vaporizer is automatically 
maintained within a five degree range. just 
above 35° C. by a thermostatically controlled 
circulation of really hot water through a sub- 
merged copper coil. Besides the thorough and 
prompt vaporization of the ether the resulting 
vapour is slightly humidified, rendering it more 
acceptable to the respiratory tract. The tem- 
perature of the vapour as it reaches the patient 
is Just a few degrees above room temperature. 
The concentration of the vapour produced is 
varied by controlling the rate at which the 
liquid ether drips into the stream of the vehicle. 
Liquid ether is soluble in water to the extent 
of about 12 per cent at 20° C. and the vapour 
is also moderately soluble in water which is at 
or just above the boiling point of ethyl ether. 
Fresh water is placed in the vaporizer each 
morning it is used, and drained out when the 
day’s work is finished, to ensure that no irritant 
or toxie disintegration products will be present 
when the apparatus is next used. It may easily 
be seen that when the rate of flow of the vehicle 
is fixed (two to three litres per minute) and 
the temperature of the water is maintained 
within a proper limit, the potency of the vapour 
produced is dependent upon the rate at which 
the liquid ether is admitted. Also it may be 
seen that only that ether which is to be vapor- 
ized is admitted to the vaporizer’ from the 
original container. In the former bubble type 
of vaporizer the unused portion of the ether 
after being so thoroughly aerated was unfit for 
use on subsequent days. The improvement 


A very brief description of it is now 
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under present consideration is to replace ‘the 
mechanical thermostat with a method, suggested 
by R. R. Macintosh, of Oxford University, 
wherein the fixed melting temperature of cer- 
tain salts is made use of, In this method heat 
from a hot-water reservoir is conducted to the 
vaporizing chamber through the partially melted 
salt. As long as part of the salt in the inter- 
vening chamber is in the crystal state the 
temperature of the melted salt is constant. 
Macintosh used calcium chloride for his pur- 
poses but it is likely that a more suitable salt, 
to give a higher conducting temperature, for 
the purposes of the underwater vaporization, 
will be dibasie sodium phospate. 

In covering the literature on the clinical use 
of warm ether vapour for anesthesia it was 
found that many worthwhile advantages have 
been demonstrated by numerous workers, chiefly 
in Germany and France. Humidification has 
also been found beneficial in reducing pul- 
monary irritation and facilitating absorption 
across the alveolar epithelium, The shortness 
of time prohibits further discussion, but from 
the established clinical advantages provided by 
the use of warmed, moist ether vapour it is 
evident that a serious endeavour should be 
made to employ this technique (sufflation) in 
the place of the open or semi-open drop method 
in those patients regarded as poor risks, or 
who are to undergo protracted operation. All 
infant patients, and most certainly every case 
in which endotracheal ether, by other than the 
closed absorption technique, is contemplated, 
should have the benefit of warmed, moist vapour. 


P. Wilmoth states that post-anesthetic pul- 
monary lesions following ether by the drop 
technique are due largely to the low tempera- 
tures of the inhaled vapours. This writer 
quotes the results obtained by Tiegel, presum- 
ably using the Tiegel-Drager warm ether ap- 
paratus. In this experimenter’s method the 
vapour, after generation, was heated to 60° C. 
before delivery under the mask. The follow- 


FROZEN Foops.—The origin of the new quick-freeze 
food industry is told by a writer in the August issue 
of C. I. L. ‘‘Oval’’. Clarence Birdseye, an employee 
of Revillon Fréres, the fur-trading firm later taken over 
by the Hudson’s Bay Company, was fishing in Labrador 
when he discovered that fresh fish froze instantly in the 
northern cold and retained its flavour and freshness 
when defrosted. He set about to find the reason, and 
learned that instantaneous freezing formed infinitesimal 
particles of ice which were entirely harmless to food 
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ing clinical advantages were claimed: ‘‘pro- 
gressive induction without excitement or the 
usual stimulating effect on respiration and cir- 
culation; the quantity of ether was reduced to 
half; quick awakening with practically no 
nausea or vomiting; and lessened incidence of 
headache and ileus’’. In a series of properly 
controlled animal experiments he found that 
when warm ether was used there was less 
venous congestion, granular and fatty degenera- 
tion in the liver and the damage to kidneys 
was minimal. The author has substantiated the 
clinical advantages claimed by these early 
workers in the use of warmed, moist ether 
vapour, though the temperature of the vapour 
delivered under the mask or through the partial 
rebreathing bag was much lower, being only 27 
to 29° C. 

Davis, of Johns Hopkins University, found 
that the body temperature fell 1 to 2 degrees 
when ordinary drop ether technique was used, 
but only 0.3 degrees when warmed ether vapour 
was used, 


Endotracheal warm ether sufflation anes- 
thesia permits the maintenance of a lighter 
plane of surgical anesthesia than is otherwise 
possible. Relaxation is excellent, yet recovery 
is unusually prompt and uneventful, owing to 
the minimal disturbance of the respiratory tract 
and the metabolism of the patient. 


SUMMARY 


A brief discussion of the heat factors in ether 
anesthesia, with practical comments on semi- 
open drop technique, is given. Original ap- 
paratus to facilitate drop ether administration 
and a new method of generation of ether vapour 
for sufflation techniques are briefly described. 
The clinical advantages of the use of warm 
ether are enumerated and the employment of 
this technique for certain cases is suggested. 
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cell structures. Slow freezing, on the other hand, formed 
large crystals which pierced the walls of the food cells 
thus liberating the juices with consequent loss of flavour. 
While Birdseye did not ‘‘invent’’ quick-freezing, yet 
out of his research has been developed a system of 
freezing fruits and vegetables and other perishable 
foodstuffs in packages by pressing them between re- 
frigerated metal plates within an hour or two of being 
freshly picked. Thus garden fresh foods become an 
actuality all the year round. 
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AN ANALYSIS OF NEUROSYPHILIS OVER A FIVE-YEAR PERIOD* 


By A. McCAUSLAND AND M. STRAKER 


London, Ont. 


HE modest degree of therapeutic success 

achieved in dealing with general paresis is 
still so comparatively recent as to warrant 
further discussion. Merritt? has recently called 
attention to the fact that discussion of syphilis 
of the nervous system was still necessary, and 
that patients with primary and _ secondary 
syphilis were not being promptly and adequately 
treated. 

The number of patients admitted to this hos- 
pital with psychoses due to neurosyphilis is not 
large, but it was considered worth while to 
study all such cases admitted during a five- 
year period, from April, 1935, to March, 1940: 
115 cases in all, were studied. 

Admission incidence. — While the group 
studied is small, there appeared still to be a 
definite trend towards a falling admission rate 
for cases of neurosyphilis. The following table 
bears this out. 


TABLE I. 








Total Cases Per- 
Year admissions) neurosyphilis| centage 
April, 1935- March, 1936 537 36 6.7 
April, 1936- March, 1937 525 29 5.5 
April, 1937- March, 1938 481 20 4.1 
April, 1938- March, 1939 502 19 3.7 
April, 1939- March, 1940 466 12 2.5 


The steady decline is of interest. The most 
probable explanation is that early neurosyphilis 
is more frequently recognized and diagnosed 
within recent years. With symptoms of a psy- 
ehotic nature at a minimum, the treatment can, 
and is being carried out in the out-patient 
clinics or wards of the general hospital, and 
fewer patients reach mental hospitals. 

Sex distribution.—Males predominated over 
females in the ratio of 5 to 1. There were 97 
admissions of males; 18 of females. This is 
borne out in other statistical studies and closely 
approaches the 4 to 1 ratio indicated by Hender- 
son and Gillespie.” 

Age-distribution.—It is recognized that gen- 
eral paresis occurs most frequently in the third, 
fourth and fifth decades of life. In the group 


* From the Ontario Hospital, London, Ont. 





analyzed the range varied from age 15, a 
juvenile paretic, to 73 years. The average age 
for the males was 44.7 years, for the females 
45.5 years, and for the group as a whole, 44.8 
years. The table below indicates the distribution 
more exactly. 





TABLE II. 
Percentage 
Age Number of total 
Under 30 years.......... 8 7 
30 to 39 years........... 24 21 
40 to 49 years........... 47 41 
50 to 59 years........... 21 18 
COME ON .......62.55.. F 10 
ae ee ee 3 3 


Types of neurosyphilis—As could be pre- 
dicted for mental hospital admission, the gen- 
eral paretics predominated, comprising 86% of 
the total group. 


TaBLeE III. 


Percentage 
Diagnosis Number of total 
General paresis.......... 98 86 
Tabo-paresis............ 6 5 
Juvenile paresis......... 5 4 
Cerebro-vascular........ 4 E 3 


ROOTS ts fo ics is eee Z 2 









Natiwity.—The survey indicated that 70 pa- 
tients were of Canadian or American birth, 19 
of English or Scotch birth, and the remaining 
26 were of varied European origin, with scat- 
tered representation. It was considered worth 
while to study the group from this viewpoint 
to indicate whether any specific group in the 
area served was contributing the bulk of the 
cases. | 

Treatment.—There is no complete unanimity 
as to the most effective therapy available, but 
most observers are agreed that some form of 
fever therapy, combined with tryparsamide, 
gives results which are as satisfactory as any. 

During the five-year period considered, the 
usual policy at this hospital has been early 
administration of malaria, followed by con- 
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tinuous weekly injections of both tryparsamide 
and bismuth, with interspersed courses of 
mapharsen or novarsan in some eases. The 
treatment has been continuous, lengthy, and 
with few rest periods; in some cases it has ex- 
tended over 5 years. Some patients were 
treated with tryparsamide and bismuth only, a 
few received malaria only, and others a com- 
bination of both. A group of 20 received no 
specific antiluetic treatment. This group con- 
sisted in the main of patients who were ad- 
mitted in an almost moribund state, and died 
soon after; of others, who had received inten- 
sive treatment prior to hospitalization and in 
whom contraindications to further treatment 
were present, such as optic atrophy, senility, 
ete. 

In interpreting the results obtained with the 
various forms of treatment, it must be empha- 
sized that many in the group receiving trypar- 
samide therapy only, were so treated because 
they were considered poor risks for malarial 
therapy. Because of this consideration the 
groups are not strictly comparable. Those who 
received combined fever and tryparsamide 
therapy really represented the best risks in the 
group at the start. Of 50 patients who re- 
ceived malaria, 3 died during the course of 
treatment, or shortly after its termination, 
giving a mortality rate of 6%. This figure 
agrees with that given by Belinson,? in a larger 
series. 


TABLE IV. 
Type oF TREATMENT CORRELATED WITH RESULTS 





Dis- In : 
Type of Total | charged | hospital | Not . 

treatment _| treated| improved| improved| improved| Died 
Malaria, try- 

parsamide 

and bismuth| 43 35% 26% 21% | 18% 
Malaria...... 7* | (57%) (43%) 
Tryparsamide 

and bismuth} 45 18% 28% 20% | 34% 
No treatment.| . 20 35% | 65% 


*Of this group—3 died. 


A considerable discrepancy was noted in the 
results achieved with the two modes of treat- 
ment, that is, tryparsamide alone, and fever 
plus tryparsamide. Of the latter group, 35% 
were sufficiently recovered to be discharged, 
and 26% were improved, but still required 
hospitalization. These figures closely agree 
with those of Solomon and Epstein,* who state 
““Paretic neurosyphilis, with newer methods of 


treatment can be arrested in over 50% of 
cases, and more than 30% can be restored to 
their former station in society’’. In the trypar- 
samide-treated group, of similar size, only 18% 
were discharged as improved, and 28% more 
were improved, but still required hospitaliza- 


. tion. 


Karly in the use of tryparsamide, Stevenson® 
reported from this clinic a remission rate of 
40% in a group of unselected cases. The 
present tryparsamide group was subject to the 
unfavourable selection previously indicated. 
It should be noted as well that fever therapy 
for patients more recently admitted is being 
given in the form of the fever cabinet rather 
than malaria. 

Type of improvement in response to treat- 
ment.— Any improvement recorded was con- 
sidered under three categories, viz., mental, 
physical and serological. No consistent corre- 
lation could be established between serological 
recovery and improvement in either mental or 
physical sphere. Many patients showed mental 
and physical improvement without any altera- 
tion of spinal fluid findings. Other patients, 
after prolonged treatment became serologically 
negative, but continued to deteriorate mentally 
and physically. 


TABLE V. 
Total | Mental | Physical] Serological 
Period of number | improve-| improve-| improve- 
treatment treated | ment ment 
6 months or less. 82 33% 51% 27% 
6 to 12 months... 56 24% 26% 37% 
12 to 18 months.| 51 15% 17% 27% 


The first 6 months of treatment resulted in 
improvement of mental symptoms in 33% of 
the group treated; 51% showed physical im- 
provement and 27% serological improvement. 
This response is correlated with the larger 
number of patients discharged from hospital 
eare during this period. Of those patients re- 
maining in hospital, more treatment showed a 
steadily decreasing response in terms of further 
mental and physical improvement, but sero- 
logical improvement continued to be main- 
tained at a relatively constant level. 

Relationship of time in hospital to results 
obtained.—The study of the time factor was 
limited to a period of 18 months, as this al- 
lowed for the inclusion of the most recent ad- 
missions in the 5 year group. The chart be- 
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low gives the curves of deaths, discharges and 
the neurosyphilis hospital population, during 
the 18 month period. 

As indicated, at the end of 6 months, 15% 
of the cases were discharged; 24% had died; 
and 61% were still in hospital. At the end of 
12 months, 21% of the total were discharged; 
30% had died; and 49% were still hospitalized. 
At the end of 18 months, 23% had been dis- 
charged; 32% had died, and 45% were still in 
hospital. 


TABLE VI. 


115 CASES—DISTRIBUTION IN RELATION TO TIME 


100 





4s NEVRosypuiis Cases 
it Hospital 


PSewnnaes 





% 5 67 8 9 10 12 12 13 WY 15 16 17 18 





x 





Mos. 2S 


It is noted that during the first six months 
of hospitalization, a greater number of dis- 
charges and deaths occurred than in later six 
month periods. The large number of deaths 
would be accounted for by the fact that a num- 
ber of patients were admitted in serious condi- 
tion and died soon after. The higher discharge 
rate in this group can be correlated with the 
early response to treatment in terms of mental 
and physical improvement (see Table V). 

Relationship of previous treatment to course 
in hospital.—_The admission histories of the pa- 
tients were carefully perused, to establish the 
type and duration of antisyphilitic treatment 
received prior to hospitalization. Of the 115 
cases, only in 18 could information be obtained, 
either from the patient, a relative, or attending 
doctor or clinic, indicating previous ‘‘adequate’’ 





antisyphilitic treatment. In 26 cases a history 
was obtained of inadequate treatment. The 
judgment of ‘‘inadequate treatment’’ was based 
on history of 2, 3 or 6 injections at some time 
during the disease. In 57 cases there was no 
previous treatment. Many patients in this group 
denied all knowledge of venereal disease. In 11 
cases, the history on this score was so vague 
as to be valueless and is therefore considered 
in a separate group. 

An interesting trend was indicated in con- 
sidering the course in hospital of these patients. 
The patients who gave a history of previous 
adequate treatment showed strikingly better 
results than the others: 45% of this group were 
discharged as improved, and only 11% died. In 
the group having no previous treatment, only 
19% were discharged and 43% died. Of those 
patients having a history of inadequate treat- 
ment, only 16% were discharged and 31% died. 


TABLE VII. 









Per- Per- 










. centage | centage 
No.| Aver-|_ dis- in no Per- 
Prior of | age | charged | hospital \improve-|centage 
died 











41.7 
43.1 


47.0 
44.4 






*Total 112 cases; three cases omitted for want of data. 

Two important facts appear to be indicated: 
(1) Of the patients with neurosyphilis admitted 
to mental hospital, those with previous adequate 
treatment are few in number. (2) Those pa- 
tients who have had previous adequate anti- 
luetic treatment appear to have a decidedly 
better prognosis than those who have had in- 
adequate treatment, or none at all. The average 
age of these groups does not show a significant 
range, The adequately treated group has the 
youngest average age, which is rather unex- 
pected, but may be accounted for by the fact 
that several juvenile paretics are included in 
this group. 


SUMMARY 


1. The admission incidence of patients with 
neurosyphilis has shown a steady decline in the 
5-year period studied—from 6.7 to 2.5%. 
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2. Males predominate over females in the 
ratio of 5 to 1. 

3. The average age for the group was 44.8 
years. 

4. Of the treated group, those receiving both 
malarial and tryparsamide therapy gave the 
best results, 35% being discharged improved 
and 26% in hospital improved. 

5. The first six months of hospitalization was 
marked by both higher discharge and higher 
death rates than later corresponding periods. 

6. Patients who have had adequate previous 
antisyphilitic treatment have the best prognosis. 
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RESUME 


Il semble que les nouveaux cas de neuro-syphilis 
diminuent: 2.5% au lieu de 6.5% des admissions cing 
ans auparavant. Le sexe masculin l’emporte sur le 
sexe féminin par 5 contre 1. L’age moyen est de 
44.8 ans. Les meilleurs résultats ont été obtenus dans 
le groupe de ceux qui ont recu et la malaria et la 
tryparsamide. 35% sont sortis améliorés alors que 
26% restaient 4 ]’hépital améliorés 4 des degrés divers, 
Les premiers 6 mois d’hospitalisation sont marqués 
par une plus grande incidence 4 la fois des décés et 
des sorties. Le traitement actif de la syphilis primaire 
et secondaire améliore le pronostic des formes 
nerveuses. JEAN SAUCIER 


ST. MICHAEL’S HOSPITAL PERORAL ENDOSCOPIC CLINIC* 
(A REVIEW OF CASES OVER A TWO-YEAR PERIOD) 


By G. A. HENRY 


Toronto 


HE science of peroral endoscopy has ad- 

vanced a long way in the last forty years. 
Prior to this time, only a few attempts with 
rather poor instruments had been made to ex- 
amine these areas. Today, the peroral endo- 
scopic service is considered an essential part of 
most larger hospitals. — 

The removal of varied foreign bodies from 
the upper food and air passages has been re- 
ported so often in the press that even the public 
are fairly well acquainted with this phase of 
the work. Fortunately, it is becoming more 
widely realized that its main use lies in the 
fact that now these areas are open to direct 
inspection and treatment. 

Essentially, the laryngoscope, bronchoscope, 
or cesophagoscope are only lighted specula spe- 
cially designed for use in these areas. As such, 
if they are skilfully and properly used, there 
will not be many contraindications to their in- 
troduction. Nearly all adult cases are success- 
fully examined under local anesthesia, and the 
amount of discomfort suffered is not nearly so 
great as might be expected. 

Our service has insisted on a careful gen- 
eral examination of the patient, with particular 


* Read before the Ear and Throat Section, Academy 
of Medicine. Toronto. November, 1941. 





attention to the chest, heart and mediastinum. 
In nearly every case this has been supplemented 
by x-ray of the chest, blood Wassermann test, 
and in esophageal cases, by the observation and 
record of a barium bolus. Only by carrying out 
these procedures first have we felt ready to carry 
on with this work in reasonable safety. 
Aneurysm of the aorta would ordinarily be a 
contraindication to bronchoscopy and csophago- 
scopy, although the presence of a foreign body 
would still probably require its removal. Pneu- 
monia or active tuberculosis, or a very ill pa- 
tient, are not necessarily contraindications but 
should be weighed against the necessity of the 
examination. 

In the past two years, October 1, 1939, to 
October 1, 1941, a total of 242 examinations 
were carried out at our clinic by peroral endo- 
scopic means. In dividing these cases, I will 
group them according to the area for which the 
examination was done. Subdividing them in this 
way, a total of 103 bronchoscopic, 84 esophago- 
scopic, and 55 laryngoscopic examinations were 
made. 

Dr. Robert, about three years ago, felt that 
these cases would be better prepared and fol- 
lowed if a special outdoor clinie for this work 
were established. Consequently, most of the 
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publie ward cases in this group, and many more 

cases than came to the endoscopic operating 

room, have been seen at this out-patient clinic. 
In the series of 104 bronchoscopic examina- 


tions, 48 patients were examined and the diag- 
nosis established was 


Bronchiectasis and bronchial asthma 
Chronic bronchitis 


Collapse of one or more pulmonary lobes 24 
Unexplained hemoptysis ...............-. 
Unexplained severe cough ............... 3 


In the patients suffering from collapse of one 
or more lobes of the lung, 9 had lung ab- 
scesses, of which 5 followed operative procedures 
and 4 appeared spontaneously. The remaining 
15 cases were atelectatic lungs, the majority of 
which appeared without operative procedure. 

In cases of lung suppuration, I believe it is 
fair to state that at least one bronchoscopic ex- 
amination and aspiration is indicated in nearly 
all cases before more strenuous measures are 
adopted. Should the suppuration or its cause 
be in or near a main stem bronchus, a fairly 
large percentage of cures should be obtained. 
If an aspirated foreign body, granulation or sear 
tissue be the cause of the collapse by obstructing 
the drainage from the periphery into the larger 
bronchi, correction of this condition can be 
effected. Again, only a plug of mucus may be 
removed, re-establishing aeration of the lung. 

The natural protectors of the lung are the 
cilia and the cough reflex. Removal of sufficient 
thick purulent material from the bronchi may 
be enough to enable these normal processes to 
resume their work again. Likewise, it is not 
always necessary to actually reach an abscess 
cavity to effect a cure. A local cough stimulus 
instigated by the suction may be sufficient to 
foree the pus within reach of the sucker and 
start drainage which can carry on. In this con- 
nection, I believe opiates and general anesthesia 
should be avoided, to allow the cough reflex to 
be active both during and immediately following 
aspiration. 

Should bronchoscopy with medical treatment 
seem likely to effect a cure, carry them along to 
their logical conclusion. If open drainage seems 
indicated, the patient will usually be improved 
by his initial bronchoscopy and the surgeon may 
be helped to localize the abscess area. 


I should like to present briefly a few cases 
representing some of those we have treated. 
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CASE 1 


H.S., a man, aged 47, was admitted to the chest 
service, with a history of night sweats and foul, profuse 
sputum for two weeks. He suffered from anorexia and 
had lost about 10 pounds weight in that period. Previous 
to this, for twenty-five years, he had been a victim of 
bronchitis. The chest service diagnosed a right middle 
lobe abscess and he was put on postural drainage and 
This was carried out. The 
lumen of the right middle lobe was edematous and nearly 
closed. Adrenalin was applied and suction used. A 
large amount of purulent material was aspirated, from 
which streptococci and pneumococci were cultured. The 
patient was greatly improved. His temperature went 
down to normal but did not stay down. Following a 
second aspiration, five days later, the temperature stayed 
under 99°, He was sent home two weeks later and, three 
weeks afterwards went back to work. 


CaAsE 2 ~ 


Miss I.S., a young lady, aged 27, had a lung abscess 
following food caught in a stricture of the esophagus, 
which was removed at the patient’s insistence under a 
general anesthetic. The abscess was in the right lower 
lobe. This patient; who had been extremely ill, made a 
splendid recovery after the first aspiration, which was 
carried out under a local anesthetic. Three more aspira- 
tions were necessary in the next two weeks before the 
lung returned to normal. The patient was only three 
weeks in the hospital and away from her work seven 
weeks. 


CASE 3 

M.C., a girl, aged 16, had had severe bilateral bron- 
chiectasis for several years. She had had previous 
bronchoscopic aspirations and, with autogenous vaccine 
obtained from this aspirated material, improved. Re- 
turing to the city after a year’s absence, she was ad- 
mitted to the chest service quite ill with a right lower 
lobe lung abscess. One aspiration was sufficient to . 
secure recovery although another was done two weeks 
later before sending her to a convalescent home. She 
was in a few days ago for another bronchoscopic aspira- 
tion from which vaccine will be prepared. 


CASE 4 


Mr. F., aged 55; this patient had an infarct and 
lung abscess of the right lower lobe following a partial 
gastrectomy. He felt greatly improved after two aspira- 
tions and coughed up very little sputum, but his tem- 
perature remained around 100 to 102°. It was felt that 
either the abscess cavity was not being drained or there 
must be another cause of the fever. At a third examina- 
tion, lipiodol was injected showing a large abscess cavity 
containing pus. Open drainage was carried out with a 
satisfactory result. Bronchoscopy improved his general 
condition and assisted in completing the diagnosis. 


CASE 5 


Mr. A., aged 50; this man had a partial atelectasis of 
the right lower lobe of unknown origin, possibly follow- 
ing a cold and generally run-down condition, combined 
with a mucous plug. He was nearly cleared by two 
bronchoscopic aspirations, the lobe re-expanding and 
clearing somewhat after each procedure. 


Passing on to the field of esophagoscopy, first 
let me point out an obvious fact that the epi- 
thelium of the esophagus is continually being 
subjected to insults varying in degree from mild 
to severe. Consequently, superficial ulcerations 


and small hemorrhages into the mucosa are 
fairly common findings. Repeated minor in- 
juries, or more severe trauma, will of course 
eause larger injuries. Sepsis may or may not 
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be superimposed, to complicate the picture. 
Since the folds of the esophagus normally tend 
to lie together, adhesions and webs are quite 
readily formed in the healing process. This is 
especially true in the more relaxed portion of 
the esophagus at the cardia. Mosher has pointed 
out that the esophagus may be infected in its 
outer coats by pericsophageal inflammation. 
Likewise, all layers of the csophagus are fre- 
quently infected by the blood stream. 


I have subdivided the series of 84 cesophago- 
scopic cases as follows: 


Foreign bodies in the esophagus ........ 17 
Suspected foreign bodies, none found .... 5 
Carcinoma of the esophagus ............ 8 
BEMONGOIEED on os ccc dcccsctecdsiaesens 4 
Symptoms: dysphagia, odynophagia, retro- 
eternal pei, O66, 2... ccscccecceccces 50 


CASE 1 


N.S., a man, aged 40, when first seen at our hospital 
nine years ago. At that time, he had a duodenal ulcer 
repaired and, later, a partial gastrectomy. This was 
shortly followed by ulceration and stricture of the 
esophagus. Such a sequence of events of ulceration of 
the esophagus following duodenal or gastric ulcer has 
been noted by Jackson, who reported three cases a few 
years ago. We have two such cases on our records. 
This stricture of the esophagus was extremely acute 
and it was with great difficulty, as I recall it, that Dr. 
Veitch passed a duodenal tube on a filiform guide. He 
was fed in this way for some time when dilatations 
were started. Over a period of some time the lumen 
was gradually enlarged to a nine millimetre ‘scope. 
It has remained there for the most part, though at times 
stenosing down severely at the cardia, so that he has 
required dilatation three to four times a year up to the 
present. He has had eight such treatments during the 
past two years. 


Sometimes, there is only superficial ulceration at the 
cardia. At other times, it extends over the lower five to 
six inches of the esophagus with large ulcerations deep 
into the mucosal layer covered with thick exudate and 
healing with adhesions. Unfortunately, this patient is 
not very co-operative, due in some part to the fact that 
he has a family to support and lets himself get into 
considerable trouble before appealing for help. 


CASE 2 


Miss I.8., aged 27, this patient is the same one re- 
ported earlier as a lung abscess following food caught in 
an cesphageal stricture and its removal under a general 
anesthetic. She had had dysphagia for fifteen years fol- 
lowing the swallowing of ammonia. Due to scar tissue, 
the lumen at the cricopharyngeus and cardia was reduced 
to about five and three millimetres, respectively. In 
spite of extreme care with her food, she has had over 
the past two years several pieces of food catch in 
the cricopharyngeal stricture. At this time there is 
great edema of the mucous membrane and, even after 
removal of the food, swallowing is difficult for a day 
or two. Ihave now dilated these strictures suffi- 
ciently so that for the past six months she has had 
no trouble. The first two examinations were carried 
out, at the patient’s insistence, under general anes- 
- thesia. How much the complete blockage of the 
esophagus and aspiration of the material played in 
the formation of the abscess, or whether the general 
anesthetic was an important factor, I cannot say. 
However, later work was done under local anesthesia 
which the patient, having once tried, greatly preferred. 





CASE 3 


Mrs. A. This patient was a married woman, aged 
52, who coughed or vomited up about a cupful of 
blood on two or three occasions. Dysphagia was 
present for a few weeks but was not a serious com- 
plaint. The blood picture showed hgb. 62 per cent, 
red blood cells 4.3 million, and the smear revealed a 
mild microcytic anemia. On direct examination the 
upper end of the esophagus starting at the crico- 
pharyngeus was nearly filled with fairly firm vascular 
purplish-coloured tissue with some ulceration. The 
tissue looked malignant but biopsy did not confirm 
this. Silver nitrate was applied and iron and vitamin 
B were given by mouth. Examination in one month 
showed very little of this tissue present and, in two 
months, the esophagus was practically normal. 


Cases 4 and 5 are examples of the Plummer- 
Vinson type of syndrome. 


CASE 4 


Mrs. L., aged 64, who suffered dysphagia of a 
severe type for a few weeks and of a milder degree 
for several months, was tired, pale, thin, and gen- 
erally ‘‘all in’’. She presented the typical corru- 
gated, spoon-shaped nails and glazed fissured tongue, 
but no splenic enlargement. Her blood picture showed 
hgb. 68 per cent, red blood cells 4.1 million, and a 
typical microcytic anemia. On direct examination, 
the mucous membrane of the hypopharynx and upper 
two inches of the csophagus was pale, thin and 
erusted. There was a partial web across the eso- 
phagus which was easily pushed aside with the lip 
of the ’scope. She had two dilatations and iron and 
vitamin B were given. In about two months she 
gained around forty pounds in weight and felt tre- 
mendously improved. It is of interest to note that 
when, at times, she has cut off the iron she quickly 
starts to go downhill, so now she has accepted her 
iron medication as a daily routine. 


CASE 5 


Mrs. T., aged 46, suffered moderate dysphagia for 
some months and some loss of weight. She has the 
typical spoon nails but no splenic enlargement. Her 
blood picture showed hgb. 64 per cent, red blood cells 
4.3 million and a microcytic anemia. Direct examina- 
tion showed to a less advanced degree the same pic- 
ture as Case 4, but without the web. Great improve- 
ment followed the administration of iron and thiamin 
chloride. 


John F. Simpson, speaking before the Royal 
Society of Medicine, Sheffield, June, 1939, re- 
marked that the anemia of the Plummer-Vinson 
syndrome is due to inefficient red cell production 
and not to increased destruction. The material 
deficient, he says, is iron. This causes a devia- 
tion of the normoblastice stage of the red cell in 
which the cells are produced in relatively large 
numbers but are deficient in hemoglobin, and 
many of the cells are diminished in size. Thus, 
a hypochromie microcytic anemia is character- 
istie of this syndrome. It is well known that 
women, because of the demands of menstruation 
and pregnancy, need a larger supply of iron 
than men. Consequently, a diet low in iron, or 
any condition involving an increased blood loss, 
would tend to this syndrome. 
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There is also the suggestion that a gastric 
failure determines the form of anemia. Whitby 
and Bolton, in describing the symptoms of 
achlorhydrie anemia, report that 15 per cent of 
these patients have dysphagia. The symptoms 
of fatigue, weakness, palpitation and dyspnea 
are common to all anemias. The additional 
symptoms common to the Plummer-Vinson syn- 
drome are fissures at the angle of the mouth, 
stomatitis, glazed tongue, dysphagia, koilonychia 
and, sometimes, vague paresthesias. The dys- 
phagias probably result from an underlying 
atrophic change in the esophagus and pharynx, 
and range from severe to mild degree. (so- 
phageal spasm is probably the commonest cause 
with webs oceasionally found. Because iron re- 
lieves these eases, it is not necessarily the only 
deficiency. With the improved appetite comes 
a more adequate diet. Vitamin B is coming 
more and more to the fore in the satisfactory 
treatment of these conditions. Its lack may be 
connected with the gastric and csophageal 
atrophy which leads to the chain of events char- 
acterizing this syndrome. It is of interest that, 
in a series of cardiospasm and similar cases by 
Etzel, of Sao Paolo, Brazil, extremely satis- 
factory results were obtained by giving vitamin 
B. As to this syndrome being a precursor of 
carcinoma, statistics and various authors differ 
in their views. Some report a large pereentage 
of their cases going on to carcinoma; others 
have not seen this happen. 

I have chosen in this presentation to devote 
nearly all my time to the bronchoscopic and eso- 
phageal cases. There are several very interest- 


ing cases in our laryngeal series, but I will only 
list the groups into which I have divided these 
cases. 


Carcinoma of the larynx, all extrinsic ...... 10 
Sarcoma of the larynx, extrinsic .......... 1 
Papilloma of the vocal chords ............. 7 
Granulation tissue of the larynx ........... 5 
Foreign body in the larynx ..............6. 3 
Cyek EGG CII bck osceeccicvtacviea’ 2 
ne kg EPCS TE POSTE Te eer ee 1 
OTONIN SUNT. «0 oc keen cviencencis's 1 
Contact ulcer of vocal chords ............. 1 


Before concluding I feel that something 
should be said to emphasize the potential danger 
in this kind of work. In a large series of cases 
representing patients in good, moderate and 
poor health, all is not clear sailing. It has its 
worries and headaches. To my knowledge, 
there have been four deaths associated directly 
with this work at our hospital over a period of 
the last several years. All these fatalities fol- 
lowed csophagoscopy with perforation of some 
sort into the mediastinum. Two were associated 
with the removal of foreign bodies and two fol- 
lowed dilatation of strictures as a result of lye 
burns. This was in spite of every possible care. 
However, in a series of several hundred eases, 


this may perhaps be regarded as a reasonable 
figure. 


In conclusion, this paper is presented as a 
review of some interesting cases which have 
passed through our peroral endoscopic clinic in 
the past two years. It is probably a fair cross- 


_ section of what occurs in large and small clinics 


of this kind throughout this continent and else- 
where. 


GRANULOMA INGUINALE AND LYMPHOGRANULOMA INGUINALE* 
By Howargp S. Root, M.D. 


Montreal 


CERTAIN degree of confusion, unfortun- 

ately but understandably, exists in relation 
to these two conditions, more especially in the 
upper regions of the north temperate zone 
where their occurrence, though not rare, is 
relatively uncommon. 

In some respects they are parallel, in others 
there is an apparent but only superficial resem- 
blance, and the current ill-advised terminology 
fosters a false impression of relationship. Both 


* From the Department of Pathology of the Montreal 
General Hospital. 


are infectious diseases commonly venereal in 
transmission, though non-venereal infection is 
possible. In both, the pubic louse is by some 
suspected, though not confirmed, as an insect 
vector in transmission. Both are prevalent in 
warm moist climes, becoming progressively less 
common in colder or drier regions. Both are 


more prevalent in negro and negroid races than 
in whites, and both are commonly confined to 
members of the lower socio-economic strata— 
considerations obviously directly attributable 
to the type and mode of life of populations in 
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regions of favourable climatic character. Both 
customarily manifest a primary genital lesion 
and secondary involvement of inguinal, puden- 
dal, or anal regions. In both, local manifesta- 
tions may assume ulcero-granulomatous char- 
acters of some gross similarity, often enhanced 
by similar complicating secondary pyogenic in- 
fection, and of similar chronic progressive in- 
dolent course. 

But here the resemblance ceases, for in re- 
spect to etiological and fundamental pathology, 
granuloma inguinale and lymphogranuloma in- 
guinale are distinct and diverse entities. 
Granuloma inguinale is a disease of the skin 
and subcutaneous tissue with only occasional 
and non-specific secondary gross involvement 
of adjacent lymphoid tissue; while lympho- 
granuloma inguinale is primarily a disease of 
a local unit of the lymphatie system and its 
surrounding connective tissue, with secondary 
involvement of overlying skin, and frequently 
non-specific constitutional and systemic mani- 
festations. 


GRANULOMA INGUINALE 


Donovan in 1905 recorded the presence of 
minute organismic entities, soon known as 
Donovan bodies, in smears and tissue sections 
from cases showing genital, inguinal, and 
pudendal ulcerogranulomatous lesions. These 
he considered the etiological agent responsible 
for the disease, a contention which was accepted 
by many workers; contested by others. By the 
latter, various other organisms were implicated, 
chiefly fusospirochetal forms now known to be 
frequent secondary invaders. The Donovan 
body, which is often confused with the Leish- 
man-Donovan body of kala-azar and other 
forms of Leishmaniasis, bears no relation to the 
latter other than an unfortunate similarity in 
name. Its identity has long been associated by 
numerous investigators with -B. mucosus capsu- 
latus or Friedlinder’s bacillus, or some related, 
morphologically similar organism. This asso- 
ciation was logical, since in certain phases the 
Donovan body and the bacillus show elose re- 
semblance, and furthermore, the bacillus has 
been grown in cultures from eases of the dis- 
ease. However, processes characteristic of the 
disease have never been induced in either labora- 
tory animals or human volunteers by inocula- 
tion with bacilli so isolated. 

Recently the disease has been produced in 
human volunteers by inoculation of material 
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containing Donovan bodies but otherwise 
sterile. As yet, the Donovan body has resisted 
all attempts at culture, even by special methods 
utilizing tissue culture media im vitro, egg 
chorio-allantoic membrane or chick embryo in- 
oculation. The various laboratory animals can- 
not be successfully inoculated, but the success- 
ful inoculation of human material has conclu- 
sively established the Donovan body as the 
etiological agent of granuloma inguinale. 

In the lesions of the disease Donovan bodies 
are usually found in conjunction with certain 
large mononuclear cells, considered by Green- 
blatt and Pund, foremost investigators of the 
subject, to be pathognomonic of the disease. 
These cells are from 25 to 90 microns in 
diameter and within their extra-nuclear cyto- 
plasm the bodies are found. Occasionally the 
bodies are found as well free in the tissues, in 
which ease they are held to have been liberated 
by disintegration of the large mononuclear cell 
host. Occasionally one or more bodies may ap- 
pear within a polymorphonuclear leucocyte or 
histiocyte, due to phagocytosis by the cell in 
question. Their nature and cycle within the 
human host have been deduced, though not 
proved beyond scientific doubt. 


Apparently they are protozoons, more particularly 
sporozoons, living within the pathognomonic large mono- 
nuclear cells where they multiply by multiple segmenta- 
tion, or schizogony, and mature within clear vacuole or 
cyst-like areas in the cytoplasm. They may assume 
bacillary or diplobacillary forms, relatively plump and 
often slightly fusiform, sometimes with darker staining 
polar bodies. The mature forms appear encapsulated. 
One or many of the cyst-like spaces may be present, each 
containing variable numbers of the Donovan bodies. 
The bodies with their capsules may reach a diameter of 
3 microns. 

With the disintegration of the host cell, the freed 
mature bodies are said to invade new large mononuclear 
cells by virtue of their own activity, as opposed to their 
occasional presence, devoid of surrounding clear areas, 
in phagocytic cells, where they arrive by the phagocytic 
action of the cell itself. They can be shown in smears 
by Giemsa or Wright’s stains, and in tissue sections by 
Giemsa stain. Some workers have been successful in 
demonstrating them in tissue sections stained with 
hematoxylin and eosin. In some clinics smears and 
sections are routinely stained by Dieterle’s silver- 
impregnation technique, which brings out treponema 
pallidum and Vincent’s spirochete as well as Donovan 
bodies; a valuable aid in diagnosis. 


The gross lesion of granuloma inguinale be- 
gins as a macule, becomes papular and shortly 
ulcerated, continuing and spreading as a 
chronic ulcerogranulomatous and _ sclerosing 
lesion, often with an exuberant granulation 
tissue. The progression may occur at the 
primary site of inoculation, which is occasional- 
ly extragenital, or may involve adjacent 
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regions, where it apparently travels by way of 
the regional lymphatics. In such, there is an 
associated but non-specific mild and transient 
focal adenitis and peri-adenitis from which the 
inflammation progresses to adjacent subeu- 
taneous connective tissue and corium. This 
regional progression is taken to mark the path 
of Donovan body migration. In the epidermal 
and subepidermal connective tissue the early 
inflammatory response may be manifested by a 
localized swelling simulating a bubo, but with- 
out the true lymphadenopathy which consti- 
tutes a bubo. Hence the descriptive differential 
and euphonie appellation of pseudo-bubo is 
suggested. The mature or chronic expression 
of the disease is both destructive and pro- 
liferative, often with areas of exuberant granu- 
lation tissue interspersed with regions of de- 
structive ulceration. Secondary infection is 
common. Spontaneous regression or healing 
may occur, but is rare once the ulcerative 
process is well-established. 

Microscopically the lesions show profuse 
granulation tissue in the corium and sub- 
jacent connective tissue, with a heavy diffuse 
inflammatory-cell exudate composed chiefly of 
plasma-cells with variable numbers of poly- 
morphonuclear leucocytes and a few lympho- 
cytes and medium-sized mononuclear phago- 
cytes. There may be many superficial miliary 
abscesses. The pathognomonic large mono- 
nuclear cells are scattered through the papil- 
lary zone and superficial layers of the granu- 
lation tissue. Ulceerating areas show central 
necrosis with underlying granulation tissue 
and inflammatory exudate and marginal epi- 
thelial hyperplasia with downgrowth and pro- 
longation of rete pegs. 

Diagnosis is impossible from the clinical 
aspects alone, owing to the resemblance to 
possible manifestations of chancroid, yaws, 
syphilis, lymphogranuloma inguinale, tubercu- 
losis, Leishmaniasis, cancer, and various non- 
specific ulcerative and granulomatous chronic 
inflammatory lesions, especially in the presence 
of secondary pyogenic infection. However, 
the demonstration of the pathognomonic large 
mononuclear cell and Donovan bodies in smear 
or biopsy is proof incontrovertible of granu- 
loma inguinale. Patch, in 1930, in discussing 
the disease in respect to several cases at the 
Montreal General Hospital, states that such 
diagnostic procedure is positive in 50% of 
cases. Since then, improvement of technique 
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and increased familiarity with the pathogno- 
monic findings have sensibly increased the pro- 
portion of positive diagnoses. Rapid response 
to specific antimony therapy is also considered 
by many to be an important diagnostic point, 
although of necessity it lacks the certainty of 
positive diagnosis by smear or biopsy. There 
is no diagnostic intradermal or serological test 
for granuloma inguinale. 

Treatment, as mentioned above, is felt to 
have in tartar emetic its most valuable adjunct. 
Intravenous antimony and potassium tartrate 
has for the past thirty years been employed as 
a specific against granuloma inguinale, but a 
considerable proportion of cases appeared re- 
sistant, and of late, reports of numerous 
remissions in eases considered cured have ap- 
peared, possibly due to failure to continue 
therapy for some time following apparent heal- 
ing. Fuadin, a trivalent antimony prepara- 
tion, is now used by many clinicians who deem 
it less toxic than tartar emetic. Compresses 
and irrigations of antimony-containing solu- 
tions are also valuable as local measures. It 
should be borne in mind that complicating 
secondary infections must first be cleared up 
before specific therapy will give its best results. 
Radical surgery, with wide excision of involved 
areas, is often necessary in resistant cases. 
Less radical measures such as curettage, 
cauterization, or a combination of the two, ap- 
pear to be proportionately less effective. 
Radiation in various forms is occasionally em- 
ployed, with conflicting reports of its efficacy. 
One writer finds salicylic acid ointment effec- 
tive, and another reports sulfapyridine effective 
in one case. | 


LYMPHOGRANULOMA INGUINALE 


This disease may present any of several 
diverse clinical manifestations which were for 
many years considered unrelated, or ascribed 
to various other diseases such as syphilis or 
tuberculosis. During this period a variety of 
names was applied to it, engendering a con- 
fusion which still exists. Among these are 
climatic bubo, strumous bubo, esthiomene, por- 
adenitis venerea, subacute inguinal lympho- 
granulomatosis, sixth venereal disease, venereal 
stricture of the rectum, and others more or less 
descriptive. The first recorded description, in 


which it was considered to be an indolent 
primary syphilitic bubo, appeared in 1833. 
Fifteen years later descriptions of vulvar 
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hypertrophy, called esthiomene, and inflamma- 
tory (syphilitic) stricture of the rectum were 
independently recorded. In many cases in 
males, associated penile lesions were noted, and 
the venereal status of the disease was early 
recognized. 

The first fundamental step in dispelling the 
confusion came with the development of the 
now universally accepted specific skin test, by 
Frei in 1925. The identification of the etio- 
logic agent is attributed by some writers to 
Hellerstrom and Wassen in 1931, and by others 
to Levaditi in 1932. This agent is a filterable 
virus which apparently forms no inclusion 
bodies, although several claims to the recogni- 
tion of various inclusions have been advanced 
from time to time, only to fail in turn to 
achieve acceptance by the majority of investi- 
gators. 

The disease has primary, acute, and chronic 
manifestations. The primary lesion, occurring 
at the site of inoculation, is usually genital, 
although extra-genital locations of both vene- 
real and non-venereal contact are known. The 
primary, in nearly all cases, is small, transient, 
and suppurating, is neither painful nor tender, 
and tends to spontaneous healing. For these 
reasons it is not infrequently overlooked by 
the patients or even a too-casual examiner. 
Several forms of the primary lesion are seen; 
commonly herpetiform or ulcerating, occa- 
sionally, papular or indurated. Intra-urethral 
uleerating primaries, which may eventually re- 
sult in stricture, are reported in a small num- 
ber of cases. Microscopically, the herpetiform 
type shows hyperplasia of the stratum granu- 
losum, marked intra-epithelial edema, and in- 
filtration of the rete by large and small round 
cells, and polymorphonuclear leucocytes. The 
ulcerating form, often termed the chancroidal 
type, presents, like the true soft chancre, necro- 
sis of epithelium and underlying tissue with 
abundant proliferation of surrounding epi- 
thelium and a dilatation of local lymphatics 
which are often filled with large endothelial 
cells. 

The secondary, or acute phase of the disease, 
is seen more frequently in males than females, 
and consists of an acute suppurative lymph- 
adenitis, with necrosis, tender ulceration and 
multiple sinus formation. This, the typical 


bubo manifestation, generally involves the in- 
guinal regions, appears bilaterally in 20% of 
cases, and shows no preference as to side in the 
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remainder. In 75% of cases the adenitis pro- 
gresses to suppuration. Ulcerated lesions and 
sinuses mark the change to a more chronic 
course, in which healing is slow, with thick, 
irregular and puckered cicatrization. 

The buboes in their earlier stage consist of 
masses of enlarged lymph nodes firmly bound 
by a plastic peri-adenitis. Miliary and con- 
fluent abscesses appear and there is a hemor- 
rhagic oedema. Endothelial lining cells of 
lymphatics proliferate and large mononuclear 
cells are aggregated into more or less circum- 
scribed nodules, which later are invaded by 
polymorphonuclear leucocytes and show central 
necrosis. The abscesses so formed, often tri- 
angular or quadrangular in shape, are known 
as ‘‘stellate’’ abscesses, and considered highly 
suggestive by experienced workers. Thus the 
unit of the ‘‘lymphogranulomatous’’ process 
may be considered as an inflammatory nodule 
which undergoes necrosis. The massed mono- 
nuclear cells are epithelioid in character and 
are typically arranged in radial or palisaded 
order about a core of granular necrotic debris 
made up of the remains of lymphocytes, poly- 
morphonuclear leucocytes and endothelial cells. 
Plasma cells appear in the inflammatory exu- 
date following the more acute stage. Vascular 
granulation tissue, plasma cell infiltration, and 
fibrosis progress from the lymph node capsule 
until the lymph node may be destroyed. 

The tertiary or chronic stage expresses itself 
as a chronic granuloma accompanied by local 
elephantiasis and hypertrophy, usually with 
concomitant ulceration of epithelial structures, 
secondary infection, and frequent fistulous 
tract formation. Penis, scrotum, pudendum, 
labia majora and minora, vaginal mucosa, peri- 
rectal and rectal tissues may be affected. In 
the male, rectal stricture is far less common 
than in the female, where it is of frequent oe- 
currence. This is commonly explained by dif- 
ference in lymphatic drainage from the genitals 
in the two sexes; that in the female passing 
posteriorly from the vagina to the perirectal 
region, a distribution not found in the male. 
Hence pelvie cellulitis and rectal involvement 
is a logical following of genital lesions in the 
female. The occasional case of rectal stricture 
in the male is believed to be the result of pri- 
mary inoculation of the anal region. 

Since the introduction of positive diagnostic 
methods, lymphogranuloma inguinale has been 
shown to be the cause of by far the greater 


250 


Tue CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Sept. 1942 








number of eases of inflammatory rectal or ano- 
rectal stricture, conditions previously ascribed 
to lues, tuberculosis, or non-specific causes. 
There is a sclerosing granulomatous thickening 
of pelvie and peri-rectal tissues. In the latter, 
the lesion may involve all coats of the rectal 
wall, resulting in mucosal ulceration, secondary 
infection with a painful ulcerating proctitis, 
and even stricture of the rectum. The recto- 
vaginal septum is often markedly thickened 
and occasionally tissue necrosis. results in the 
formation of a recto-vaginal fistula. 

The hypertrophic or elephantiasic form more 
commonly affects the pudendal and vulvo- 
vaginal sub-epithelial connective tissue of the 
female, less frequently the male scrotum or 
penis. Peri-anal hypertrophic tags, sometimes 
called lymphorrhoids, are common. In gen- 
eral, the hypertrophic manifestation is due 
to a thrombosing lymphangitis with resultant 
edema, fibrosis, epithelial ulceration and 
secondary infective inflammatory lesions. Geni- 
tal elephantiasis is usually bilateral but more 
pronounced on one side than the other. It is 
both painless and non-tender and, especially 
in females, often assumes rather astound- 
ing proportions without undue inconvenience. 
Several cases of elephantiasis of the clitoris 
are noted. 

Histopathologically the chronic lesions are 
characterized by a sclerosing granulomatous 
reaction with circumscribed collections of 
chronic inflammatory cells, epithelioid cells, 
central necrosis, and occasional giant cells of 
the Langhans type. This picture superficially 
resembles that seen in tuberculous, and not in- 
frequently in syphilitic, granulation tissue. 
These, however, lack the marked tendency 
toward radial arrangement of the epithelioid 
cells about a central area of necrosis, which as 
mentioned before, marks the fundamental re- 
active unit of lymphogranuloma inguinale. 

Constitutional and systemic manifestations 
suggesting generalized toxemia or virus dis- 
semination often accompany the acute stages of 
the disease, but are transitory. Among those 
reported are fever, chills, anorexia, prostration, 
backache, headache, vertigo, meningismus, dia- 
phoresis, generalized lymphadenitis, splenic en- 
largement, exudative arthritis, rashes and skin 
eruptions. The blood picture may show a slight 
anemia, moderate leucocytosis and mono- 
nucleosis, and a variable eosinophilia. Many 


of these general or remote reactions await final 


evaluation. The consensus of opinion is that 
the virus if disseminated is rather quickly 
destroyed except in regions local to the site of 
primary inoculation. Variations in symptoma- 
tology and course of a number of cases studied 
by one investigator prompted a possible divi- 
sion into two syndromes and the postulation of 
two causative virus strains. One group ap- 
peared to show no observable primary lesion, 
a fulminant but non-suppurative lymphadeno- 
pathy, and conspicuous general symptoms; the 
other, well-marked primary lesions, late adeno- 
pathy going on to suppuration and ulceration, 
and often subsequent chronic granulomatous 
lesions. This hypothesis, however, is neither 
confirmed nor widely accepted. 

Diagnosis of clinically or pathologically sus- 
pected cases of lymphogranuloma inguinale is 
practically confirmed by a positive reaction to 
the Frei test. This test consists of the intra- 
dermal injection of suitable antigen, and is, so 
far as the disease is concerned, entirely specific. 
Two points, however, should be considered in 
basing a diagnosis upon a positive reading. 
First, an early. non-specific false positive re- 
action may occur.. This, however, is fleeting, 
while the true positive response may be de- 
layed from 24 to 48 hours following inoculation 
and is relatively long-lasting. Second, that the 
sensitivity caused by the virus is of long dura- 
tion, probably life-long, so that the possibility 
exists of a previous but quiescent infection 
with the present lesions attributable to some 
other condition. 

The antigen employed by Frei consisted of 
material aspirated from an unruptured bubo, 
bacteriologically sterile. Since the isolation of 
the specific virus, it has been grown in labora- 
tory animals, including guinea-pigs, white 
mice, and monkeys. In these animals, intra- 
cerebral inoculation is employed and a specific 
meningo-encephalitis results. The virus has 
also been grown and survived repeated trans- 
plants within the cells of mouse sarcoma. Egg 
chorio-allantoic membrane culture has been 


_ widely used, as well as chick-embryo-in-egg. 


The latter appears to be less feasible. Special 
in vitro methods employing minced guinea-pig 
liver and spleen, or chick-embryo can also be 
used, or tissue cultures of various types. Any 
of these methods results in the formation of 
material from which suitable antigen can be 
prepared. Widely used test antigens are made 
chiefly from sterile bubo pus or mouse- or 
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monkey-brain material. At the present, anti- 
gen made from the brains of susceptible ani- 
mals is not so widely used, owing to the possi- 
bility of extraneous virus encephalitides in 
laboratory animals. 

Treatment of lymphogranuloma inguinale 
varies with the stage of the disease, the loca- 
tion and nature of the lesions. Unless the 
sulfonamide group proves to warrant the hope 
it brings, there is, unfortunately, no known 
specific nor even highly successful agent avail- 
able for application against the entrenched 
virus, or for modifying tissue response to its 
presence. The primary lesion is self-limited 
and requires no treatment. For the constitu- 
tional and systemic manifestations, which are 
transient palliative measures should be em- 
ployed. Against the acute lesions, a variety of 
tactics is employed. Frei antigen vaecine 
therapy and surgery are the two most widely 
supported. Allied to vaccine therapy are 
serum therapy and non-specific foreign protein 
therapy, both of which have adherents. Surgi- 
eal treatment ranges from conservative irriga- 
tion to radical excision, with the latter seemingly 
preferable. Radiation is also widely used with 
variable results. Also variable, but in general 
less gratifying, are results reported with sali- 
cylates, heavy metals or iodides. The chronic 
stages are difficult to heal, but local and pallia- 
tive procedures are of great value. Complete 
or partial surgical excision of localized ele- 
phantiasie structures is certainly a proper and 
effective procedure. Most distressing of all 
lesions of the disease is rectal or ano-rectal 
stricture, progressive and incurable. Dilata- 
tion is impossible and several attempts have 
resulted in rupture and fatal peritonitis. Pal- 
liative colostomy remains the accepted pro- 
cedure in these cases. 

The terminology of the two conditions under 
discussion is a major confusing factor. In 
attempting to avoid this, many writers prefer 
to refer to granuloma inguinale as granuloma 
venereum, However, an equal number unfor- 
tunately choose to refer to lymphogranuloma 
inguinale as lymphogranuloma venereum or 


venereal lymphogranuloma; somewhat more 
distinction is obtained by the use of the term 
lymphopathia venereum, thereby avoiding both 
‘‘oranuloma’”’ and ‘‘inguinale’’ with their un- 
conscious associations. 

Certain general facts of value in clinical con- 
siderations may be gleaned from a report of 
Greenblatt, Pund et al. in the American Journal 
of Syphilis, Vol. 22. In this paper, primarily 
intended to point out the application of biopsy 
to diagnosis of venereal disease, it is stated 
that in 109 cases presenting themselves at one 
venereal disease clinic, 19 were found to be 
suffering from two venereal disease entities, 
while two had three concurrent infections. 
Four cases had venereal disease with locally 
associated skin carcinoma. Many of the cases 
presented genital ulceration with associated 
fuso-spirochetosis, which in every case was 
found to be in the nature of secondary infec- 
tion, but which necessitated preliminary treat- 
ment before efficient attacks could be made 
upon the fundamental lesion. Skin tests for 
both the chancroid of Ducrey’s bacillus and 
lymphogranuloma inguinale are positive for 
many years following disappearance of the 
active disease process and may therefore prove 
misleading. For these reasons, biopsy is con- 
sidered an extremely valuable diagnostic ad- 
junct. 

In conclusion may we reiterate: granuloma 
inguinale is a skin disease for which no intra- 
dermal test exists. It is associated with the 
presence of Donovan bodies, commonly intra- 
cellular in pathognomonic large mononuclear 
cells. Many cases respond to antimony therapy. 

Lymphogranuloma inguinale is a disease of 
the lymphatie apparatus and has a specific in- 
tradermal test, the Frei test. It is caused by a 
filterable virus forming no known inclusion 
bodies. The results of its treatment in the past 
have been discouraging. It is hoped that the 
encouraging results following the use of the 
sulfonamides may continue and that this group 
of drugs may be found to lead to a cure of the 
disease. They should be given a thorough trial 
in all eases. 
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PRIMARY CARCINOMA OF THE VAGINA, WITH A REPORT 
OF THREE CASES 


By H. W. JOHNSTON 


Toronto 


RIMARY carcinoma of the vagina is very 

rare and must not be confused with secon- 
dary cancer of the vagina. The latter condi- 
tion is not uncommon. It is the result of an 
extension from cancer of the cervix, or an im- 
plantation from an adeno-carcinoma of the 
body of the uterus. I have searched many text- 
books and journals, and the rarity of primary 


carcinoma is coupled with its almost universal 
fatal ending. 


Moench,? in 1931, reported 37 cases. These 
were patients who had attended the Mayo 
Clinic between the years 1904 and 1930. 
Williams? reported 2 cases in 1935. Healy* 
reported 99 cases. Such a large number is most 
unusual, as it is generally admitted that primary 
carcinoma is exceedingly rare. Taussig* states, 
‘‘Out of a total of 27 cases which were observed 
previous to October, 1929, at the Barnard Free 
Skin and Cancer Hospital, only 2 survived for 
more than five years’’. Tuft® reported a pri- 
mary squamous-celled cancer of the vagina com- 
plicating pregnancy in a patient sixteen years 
of age. Holland® reported one solitary case out 
of a large number of patients attending the 
London Hospital. Strachan’ reported two cases 
of primary adeno-carcinoma of the vagina, He 
considered aberrant cervical glands to be the 
origin of the tumours. Broders* advanced the 
theory that adeno-carcinoma of the vagina may 
develop from the basal layer of the vaginal 
epithelium. His theory was not strongly sup- 
ported. 


The affection first appears as an ulcer or an 
indurated nodule, and in the three cases which 
I am reporting, the ulcer was situated on the 
posterior vaginal wall. The only symptom is 
irregular vaginal bleeding, or hemorrhage after 
the menopause. The growth is practically al- 
ways an epithelioma. A biopsy should be 
taken from the suspicious area. Irritation of 
the vaginal walls from pessaries has been men- 
tioned as a cause of this type of cancer. The 
three cases which I wish to report never wore 
pessaries. Two were mothers, and the third 
was a young woman who had never conceived. 


CASE 1 

Mrs. 8., aged 29, two years previously had contracted 
syphilis, and was treated. Her Wassermann was nega- 
tive when I saw her. In January, 1929, she consulted 
her physician for post-coital bleeding. A hard irregular 
plaque of tissue the size of a shilling was found on the 
posterior vaginal wall. Radium needles were inserted 
around the growth. (This was in 1929), She did not 
do well, and I was asked to see her in April of the same 
year. She had lost weight and was having a great deal 
of pain. The uterus and cervix were free of disease. 
The growth had extended around the vaginal tube, and 
was invading the rectum. The inguinal glands were in- 
volved on both sides. A biopsy disclosed an epithelioma. 
She developed fistulas. The inguinal glands continued 
to grow in size and number, and she died in midsummer 
of the same year—a short history of six months, 


CASE 2 


Mrs. T., aged 40, para II. This healthy-looking 
woman gave a history of irregular vaginal bleeding for 
two months. She consulted her physician. He removed 
a piece of tissue from the margin of an ulcer which he 
discovered on the posterior vaginal wall. The report was 
carcinoma. I saw her on June 23, 1936. She had a 
malignant ulcer involving the lower half of the posterior 
vaginal wall. There were no palpable inguinal nodes. 
The rectum was free. The cervix was clean and the 
uterus was anteflexed. : 

On June 26, 1936, I excised the carcinomatous ulcer 
widely, removing as well, at least three-quarters of an 
inch of surrounding healthy vaginal mucous membrane. 
The pelvic floor was relaxed, so there was ample vaginal 
mucosa. I then undercut the margins of the wound, 
and was able to approximate the edges of the mucous 
membrane. 

This patient did well. I saw her last in February, 
1942. There was no recurrence. 


CASE 3 


Mrs. G., aged 59, para III. This patient’s complaint 
was hemorrhage after the menopause. Pelvic examina- 
tion disclosed an ulcer on the posterior vaginal wall 
situated at the junction of the middle and upper third. 
It measured 1 x 1% inches. The cervix was clean, and 
the uterus was small and anteflexed. The microscopic 
report was epidermoid carcinoma. 

On February 26, 1938, I inserted radium, and in two 
weeks time repeated the treatment. The entire dosage 
was 4,800 milligram hours. I saw her last in February, 
1942. She was well, with no recurrence. 


Three cases of primary carcinoma (epithelioma) of 
the vagina are reported. I am indebted to Drs. Thomas 
Belt, Victor Railton, and J. Norman Ferrier, for refer- 
ring these patients to me, and to Dr. Gordon Richards 
for his helpful suggestions with the last case. 
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By P. H. Sprague 


Edmonton 


SENSITIVITY to gum acacia (gum arabic) 

has been reported by several authors,” * * 
particularly in connection with its intravenous 
use. During the past year another manner_of 
sensitization to this substance has been reported 
by Bohner, Sheldon and Trenis,* in connection 
with its use as an ‘‘offset’’ spray solution in 
the printing industry. This case report has to 
do with the latter type of sensitization and 
serves to focus attention on another industrial 
hazard. 


Recently the writer was consulted by a man, 33 years 
of age, of Anglo-Saxon parentage, complaining of 
asthmatic attacks which bothered him almost daily for 
a period of four months. He was a printer by trade 
and had followed this occupation for 17 years. As long 
as he could remember he had been troubled with a 
rhinitis that was more or less constant, showing no 
definite seasonal variations, His family history revealed 
that his father had died as the result of asthma and 
one brother was suffering from a form of eczema. 

During the fall of 1941 he developed what was ap- 
parently an acute upper respiratory tract infection, since 
which time (four months previously) he had been 
‘*choked up’’. For the past three to four years his firm 
had been using an ‘‘offset’’ spray in the course of their 
printing operations. This spray was designed to dry 
rapidly, forming a fine powder which would prevent the 
coloured material from one sheet from being smeared on 
the sheet below it—the so-called ‘‘offset’’. As a result 
of this the atmosphere was filled with this powdered sub- 
stance. In order to prevent the inhalation of this 
material suitable masks were provided all the employees 
engaged in this work. In spite of the use of the mask, 
he found that his breathing became so difficult he would 
have to leave his work in the early afternoon. He 
noticed he was having increasing difficulty as time went 
on and also that shortly after leaving his work his 
breathing was improved. 

On physical examination he was found to be quite 
.well nourished. Apart from the fact that sibilant breath 
sounds were heard scattered throughout both lungs, 
there was nothing of great significance in his physical 
examination. The mucous membranes of the nose and 
throat were pale and congested and a nasal smear 
showed a moderate degree of eosinophilia. A series of 
intradermal skin tests were carried out with both in- 
halants and foods. There was a positive skin reaction 
to dust concentrate which was graded about two plus on 
a basis of one to four; also a one plus reaction to 
feathers and a grade one reaction to flaxseed and kapok. 
None of the foods reacted positively. 

In view of the fact that his history was strongly 
indicative of contact with something in his place of 
employment, a sample of the powder which formed after 
the spray dried was brought to the office and a simple 
scratch test was made with this substance on the fore- 
arm. This showed a marked or grade four skin reaction 
with pseudopodia radiating in all directions. This was 


the confirmatory evidence required that this man was 
definitely sensitive to the spray substance used. 

On the basis of these findings, his employer im- 
mediately changed the type of ‘‘offset’’ spray. After 
a period of rest the man was able to go back to his 
work and is practically free of his asthmatic symptoms 
at the present time. He has, however, an allergic 
rhinitis due to dust sensitivity for which he is under- 
going treatment. 


It is rather interesting that this man had 
worked at the same trade for seventeen years. 
For the past five years he had been using this 
spray in his work. Therefore, it must have 
required almost four years for him to become 
sensitized to this substance. 

It is necessary to remember that he gave a 
definite history of atopic tendencies. In other 
words, he had the potentiality of becoming 
sensitized to some allergen. This was indicated 
in that he had already become dust-sensitive. 
No other employees were afflicted in this par- 
ticular establishment, but if others with atopic 
tendencies had been employed it is likely they 
would have become similarly affected. 

Bohner, Sheldon and Trenis* have concluded 
as the result of positive direct tests and also 
passive transfer tests, that acacia is a highly 
specific allergen and that it constitutes a 
definite industrial hazard. They also suggest 
that dextrose be substituted in place of acacia 
in ‘‘offset’’ sprays. 

The confirmatory evidence in this case was 
very readily obtained in that a simple scratch 
test with the powder gave a definite wheal and 
an extensive flare. 
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RESUME 


La gomme acacia pulvérisée est un nouvel agent 
industriel déclenchant des réactions allergiques, notam- 
ment des crises d’asthme bronchique. La preuve en 
est faite par des scarifications positives avec ce 
produit. JEAN SAUCIER 





254 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Sept. 1942 





Case Report 


A CASE OF MOTOR NEURONITIS 
TREATED BY THE KENNY METHOD* 


By DonaLp McEAcHERN, M.D. AND 
MurTon R. SHAVER, B.A., M.D., C.M. 


Montreal 


The following case illustrates that the Kenny 
method may be of value in the treatment of 
motor neuronitis when muscular spasm, pain or 
tenderness are present. 

Sister Kenny’s method! is based upon her 
recognition that muscle spasm, mental aliena- 
tion of muscle and inco-ordination of muscle 
function are fundamental events during the 
acute stages of poliomyelitis. Her claims have 
already been confirmed by experienced observers 
on this continent.2»* Sister Kenny found that 
constant application of moist heat to the muscles 
during 12 hours of each day resulted in disap- 
pearance of pain and muscle spasm within a 
few days. This is but one of the elements in 
her system of treatment. 

Recovery from motor neuronitis is usually 
complete and there is no residual paralysis or 
deformity. In some cases, however, muscle pain 
and tenderness may be a severe and discourag- 
ing symptom which lasts for weeks. In the case 
described below, and in several of our previous 
eases, we have found muscle spasm at some 
stage of the disease. The spasm was similar in 
type to that described by Sister Kenny in pa- 
tients with infantile paralysis. 


CASE REPORT 


H.McC., male, farmer, aged 33. Admitted to the 
Montreal Neurological Institute February 14, 1942, 
Case No. 42-2049. 

Four months prior to admission the patient had a 
severe throat infection lasting 10 days. Sulfathiazole 
was administered for 3 days. He felt weak and poor 
in health during the months following this. One 
month before admission he had a bout of uncontrol- 
lable coughing and sneezing which lasted 10 days. 
‘*Cold vaccine’’ was administered 14 days and 9 days 
before admission. 

Nine days before admission weakness began to 
develop symmetrically in arms and legs. Neck and 
abdominal muscles were also affected. The only 
sensory phenomena were some prickly sensations in 
the feet which lasted a day or so. 

Examination showed marked, generalized weakness 
of the limbs, the proximal muscles being most affected. 
Abdominal and neck muscles were very feeble. The 
patient could not walk, sit up or convey food to his 
mouth unaided. The muscles were tender on pressure 


*From the Department of Neurology and Neuro- 
surgery, McGill University, and the Montreal Neuro- 
logical Institute, Montreal. 


and a few coarse fasciculations were seen. The neck 
and spine were moderately rigid. Tendon jerks were 
present but hypoactive in upper limbs, normal in lower 
limbs. Plantar reflexes were flexor. No sensory dis- 
turbance was made out and there was no disturbance 
of cranial nerve function. 


During the next 10 days there developed temporary 
difficulty in swallowing and in voiding urine and 
evacuating the bowels. The tendon reflexes disap- 
peared in the lower limbs and were almost absent in 
the arms. Various special examinations were negative 
including blood and cerebrospinal fluid Wassermann. 
Hemogram showed only leucopenia of 4,000 white 


blood cells and eosinophilia of 6.5%. There was no 
fever at any time. 


CEREBROSPINAL FLUID 


Cells Protein 
Date per c.mm. mgm. % 
Pobeeary 24Gh occ cviccies 4 81 
Pebranty TOR co csscsccccns 2 312 
PR ED -o.eiisi ccna sdindas 8 254 
TO ik Jenene ih ee 2 265 
MGR TOME. 5 vapvvsdiwnsewax t 170 


Three weeks after admission aching and pain in 
the limbs became very severe and any passive move- 
ment was a trial. He cried with pain and resented 
any disturbance. Four weeks after admission it was 
recognized that the limb muscles were in spasm, al- 
though this had doubtless been present earlier. During 
passive movements the muscle tendons stood out in 
repeated, clonic, painful contractions, giving an ir- 
regular cog-wheel effect. 


On March 18th, hot fomentations were applied to 
the lower limbs every 5 minutes for periods of one- 
half hour, four times daily,* and a hot tub bath was 
given for 30 minutes each day. This abbreviation of 
the Kenny method was all that nursing facilities per- 
mitted at the time. There was some relief of pain 
in the lower limbs within 24 hours. Within 3 days 
pain in the legs had almost disappeared but pain in 
the arms was still severe. On March 21st hot fomen- 
tations were applied to the left arm with relief of 
pain in that member after 24 hours. On March 22nd, 
and thereafter, fomentations were applied to all limbs. 
From then on there was little complaint of pain. 
Muscle spasm gradually disappeared and muscle power 
began to return. The improvement in the patient’s 
morale was evident from the beginning of moist heat 
therapy. On April 14th the fomentations were dis- 
continued and the patient was up and about in a 
wheel chair. On April 24th he was discharged free 
of pain and about 50% recovered as regards motor 
power, All tendon jerks had returned. 

A report on June 15, 1942, stated that recovery was 
continuing satisfactorily. The patient could sit up to 
table for meals, shave himself and walk short distances. 


No claim is made that the employment of hot 
fomentations speeded the rate of recovery from 
paralysis in this case. The relief of pain and 
muscle spasm and the heightening of morale 
were sufficient reward. It is not impossible, 
however, that the Kenny treatment may have 
some beneficial effect on the pathological process 


*Miss Ruth Gouinlock and her staff tirelessly 
carried out the treatment. 
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and may help to turn the corner in severe in- 
stances of the disease. Since Harvey* has shown 
that the muscular spasm due to tetanus toxin 
is predominantly a peripheral neuro-muscular 
event, the use of this method of treatment to 
combat tetanus suggests itself. 


BLoop Donor SERVICE 
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Special Articles 


CANADIAN RED CROSS BLOOD 
DONOR SERVICE 


W. S. CaLpweEti, M.D. 


Toronto 


The Canadian Red Cross Blood Donor Service 
for the procurement of blood from which to make 
dried serum was instituted in January, 1940. 
Previous to that date Dr. C. H. Best and his 
associates in the Department of Physiology and 
Physiological Hygiene at the University of 
Toronto and of the Connaught Laboratories, had 
been preparing on a small scale blood serum as 
a substitute for whole blood in the treatment of 
shock and allied conditions. Blood was being 
collected from students at the University and 
from it workers were producing concentrated 
serum. This was proving to be a valuable 
clinical agent. However, the -product had not 
been extensively used under war conditions and 
larger quantities of blood were needed. 

By a co-operative effort between the University 
of Toronto, the local military authorities, and 
the Toronto Branch of the Red Cross, a blood- 
taking clinic was established in the Toronto 
Military Hospital. The quarters were provided 
by the Canadian Army Medical Corps and were 
equipped by the Department of Physiology. 
The clinic was staffed by doctors from the Uni- 
versity and donors were found by the Red Cross. 
The serum produced by the Connaught Labora- 
tories from this project was used successfully in 
France before the capitulation. In the meantime 
further research led to a process by which the 
serum could be completely dried and, in due 
course, this dried serum was proven to be an 
equally valuable agent for the treatment of war 
casualties. 

The project, initially supported by University 
funds, had been encouraged by grants from the 
National Research Council of Canada, the De- 
partment of National Defence and the Red Cross. 

The success of these endeavours led the Federal 
Government in December, 1940, to request an 
extension of the Service. The arrangement 


agreed upon provided that the Federal Govern- 
ment would finance the establishment and opera- 
tion of a serum-drying plant to be operated by the 
Connaught Laboratories, which would “a 

e 


responsibilities for the technical processes. 


Red Cross would set up the necessary blood- 
taking clinics, enlist sufficient donors to procure 
two thousand donations a week, and transport 
the same to the Connaught Laboratories. Distri- 
bution would be the responsibility of the Federal! 
Departments of National Defence and of Pensions 
and National Health. Later it developed that 
with the appropriation provided the Connaught 
Laboratories were able to increase the capacity 
of the drying facilities to four thousand donations 
a week. 

The preparation of dried serum rather than 
dried plasma was undertaken because the process 
was simpler and the serum had given equally 
satisfactory results in the hands of the English 
workers. 

In setting out to procure the two thousand 
(later four thousand) donations a week referred 
to above, expansion had to be slow, since it 
was not known how far whole blood or liquid 
serum could be shipped without deterioration. 
Consequently only two new clinics were estab- 
lished. These were located in Ontario close 
to the Connaught Laboratories, the nearer being 
40 miles, the farther, 350 miles distant. Ship- 
ments were made by motor and by railway 
express respectively, each method proving satis- 
factory. At first, refrigeration was used from 
the latter point but was demonstrated later to be 
unnecessary. To obtain a maximum of serum, 
the blood clot was rimmed before shipment. 
Otherwise all laboratory procedures were carried 
out at the Connaught Laboratories. 


The next step was to develop the service in 
the other provinces, in order that the project 
might be national in scope. New clinics were set 
up at Halifax on the Atlantic coast, and at Van- 
couver on the Pacific coast. From these points 
only liquid serum has been sent to the Con- 
naught Laboratories. This procedure soon proved 
satisfactory and, as a result, new clinics have 
been opened in every province of the Dominion. 

At present there are in operation, or authorized, 
thirty-five blood-procuring clinics. Twenty of 
these are, or soon will be, shipping whole blood 
to the Connaught Laboratories in Toronto while 
the other twelve clinics will send whole blood to 
laboratories within the same province, whence 
the serum is separated and shipped to the Con- 
naught Laboratories. During this expansion it 
has been demonstrated that aseptic whole blood 
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can be shipped by rail, without refrigeration, for 
a distance of two thousand miles and be in proper 
condition to be used for the preparation of dried 
serum. 

It has been estimated that approximately 
100,000 persons are enrolled as donors. The 
number of donations reaching the Connaught 
Laboratories weekly has grown steadily until at 
the present time something in excess of three 
thousand five hundred donations a week are 
being received. The total donations from the 
inception of the service to August 1, 1942, are 
115,328. As it takes five donations to treat 
the average casualty that requires treatment 
for acute shock, reserves are less than sufficient 
to treat 23,066 cases. Since the need is great 
in every theatre of war, it is intended that 
expansion should continue. The immediate 
objective is 6,000 donations a week by the 
end of 1942, and plans are under way to 
establish many new clinics and to provide in- 
creased drying facilities. 

Red Cross voluntary donors are also providing 
blood for transfusions and A. R. P. blood banks 
in local hospitals, and reserves of donors are 
registered by blood groups for possible emer- 
gencies. 

Processing to dried serum at the Connaught 
Laboratories, though improved and simplified, 
has continued essentially as originally planned. 
Following the separating of the serum by centri- 
fuge, it is pooled in lots of approximately 350 
donations, passed through a Berkfeld filter, placed 
in final containers (250 c.c. in a 500 c.c. bottle), 
frozen while the bottles are rotated in carbon- 
dioxide snow at 30 to 40 degrees below zero, and 
is then capped aseptically, placed in a tin con- 
tainer, hermetically sealed and made ready for 
shipment. Throughout the procedure, repeated 
Wassermann reactions, cultures, and other tests 
assure perfection of the final product. Originally, 
blood donations were pooled in definite pro- 
portion according to blood type. Recently this 
has been shown to be unnecessary. Each bottle 
of dried serum contains the equivalent of approxi- 
mately 250 c.c. of liquid serum. When this is 
re-dissolved in distilled water, it makes the 
equivalent of 500 c.c. of whole blood. 

Distribution of the final product is entirely at 
the discretion of the Federal Government. Cana- 
dian dried serum is being used with good results 
in various military hospitals and theatres of war 
overseas and supplies are held at strategic points 
in Canada as a protection in the event of emer- 
gency. 

For the most part, the Red Cross share of this 
national war service is performed by voluntary 
workers. Donors from all walks of life give 
420 c.c. of blood freely and proudly every three 
months. Preliminary examinations and _ veni- 
punctures are done by voluntary doctors whose 
generous and punctual service, in spite of the 
present shortage of medical men, fias been most 
commendable. Care of the donor during and 
after blood giving is provided by voluntary 
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graduate nurses. Men’s organizations have been 
prominent in the campaigns to enlist donors. 
Refreshments are served in the clinics by Red 
Cross workers or women of other organizations. 
Other groups of women wash, dry and set up the 
apparatus for the next clinic. This is then 
sterilized gratuitously by local hospitals, labora- 
tories or other institutions. University or other 
institutional laboratories draw off the liquid 
serum. The respective Provincial Departments 
of Health do the necessary Wassermann tests. 
Last, but not least, supervision and organization 
of the project is undertaken by business and 
professional men who are leaders in their re- 
spective fields of endeavour. 

In short, the Canadian Red Cross Blood Donor 
Service has captured the imagination of the 
Canadian people from coast to coast. Donors 
appreciate the opportunity to give direct personal 
assistance to the fighting forces. The general 
public recognize in it not only a fulfilment of 
the health and war service objectives of the Red 
Cross, but a very real factor in assuring ultimate 
victory and peace. 


THE CIVILIAN CASUALTY SERVICE 
By G. P. Howiett 
Ottawa 


This war with the air force as a main weapon 
of attack has opend up new fields of activity 
for the civilian doctor. The work on these 
new fronts is to provide treatment on the spot, 
collection, transportation and later hospitaliza- 
tion, if needed, for air raid victims. The organ- 
ization that carries out this work is called the 
Civilian Casualty Service. A description of 
this body and its work should prove of interest. 

The time may come, it is possible and even 
probable that it will, when as a result of enemy 
air raids the work of attending ‘‘on the spot’’, 
collecting, transporting and providing hospital 
treatment for civilian casualties will have to be 
earried out by the civilian doctors of this 
country. To do this efficiently and quickly a 
definite medical organization is essential, and 
already steps have been taken bringing this 
service into effective being in every Canadian 
city. The actual work and the procedure in 
bringing immediate medical assistance to air 
raid casualties is much the same as that fol- 
lowed in the field since their objectives are the 
same, namely: (1) emergency treatment, called 
in civilian casualty terms ‘‘on the spot first 
aid’’; (2) collection and transportation of the 
wounded from the place where they were in- 
jured, called the (site or scene of incident) to 
their destination out of the danger zone. 

The Civilian Casualty Service requires much 
the same type of medical organization and per- 
sonnel to carry this work out as does the 
R.A.M.C., and cares for all cases, whether 
civilian or military. 
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It is composed of: 
1. First aid posts (fixed), with their comple- 
ment of doctors, graduate nurses, auxiliary 
nurses and stretcher parties, composed of 
trained ‘‘first aiders’’. In its construction and 
work it is similar to a field ambulance. 

2. Casualty clearing stations.—Where the 
necessity exists, in cities of very large popula- 
tion as is the case in cities such as London, 
Liverpool, Birmingham, Manchester, etc., casu- 
alty clearing stations are established. They 
correspond to the same type of hospital in the 
army. 

3. Advanced or temporary base hospitals, 
which are the same as the base hospitals in 
France in the last war. 

4. General or base hospitals, which would 
correspond to the general hospitals in England, 
1914 to 1918. 

The staff, equipment, and work of each of the 
Civilian Casualty Service Units is broadly as 
follows: 

First aid posts—These are generally dis- 
tributed over a city in selected buildings and 
location, one post for ‘‘X’’ thousand of popula- 
tion. The number of posts would vary accord- 
ing to the local needs. More posts would obvi- 
ously have to be allotted to cities exposed to 
raids or shelling such as sea-ports and more 
also to great industrial centres. The personnel 
of the post consists of one doctor with the 
necessary reliefs, two trained nurses and auxil- 
iary nursing service (St. John Nursing Division) 
with reliefs, four stretcher squads of four men 
each, in charge of a squad leader. The equip- 
ment consists of the surgical and medical sup- 
plies considered necessary, including bandages, 
dressings, stretchers (all metal), four per post, 
blankets, tarpaulins, splints, erutches. The 
squad leader, in addition, carries a haversack 
with triangular bandages and dressings, and 
each bearer a pouch containing the same. 

The functions of a first aid post are: (1) 
Acting as a buffer to the hospitals, to prevent 
overcrowding by the less seriously wounded. 
(2) Giving immediate and initial treatment to 
such seriously wounded who have, for one reason 
or another, come or have been brought to the 
post before going to hospital, and to certify if 
possible that the condition is the result of enemy 
action. (3) Examine, treat, and send home the 
slightly injured, including those with nervous 
shock (slight). (4) Gas cleansing for wounded 
or non-wounded, unless a separate unit for this 
has been set up. 

The work of the doctors and nurses would not 
differ greatly from that in the outdoor depart- 
ment of any hospital. 

The work of the stretcher squads is to 
proceed on advice to the ‘‘site of ineident’’. 
On arrival they would remain at some distance 
from the actual scene of bombing and then pro- 
ceed under instruction to the wounded, give 
such emergency first aid as is necessary to save 
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life and allow moving of the casualty, then 
bring the wounded to a safe spot selected, where 
they would be examined by the leader, and then 
allocated to their respective destinations for 
further treatment. Depending on the nature of 
the injury a casualty could be sent (1) home 
directly from the scene, in which case he should 
be instructed to send for his own doctor for a 
thorough examination; (2) to a first aid post; 
(3) to a casualty clearing station; (4) to a 
hospital direct. 

It is self-evident that the correct disposal of 
a patient after emergency treatment is the most 
important work of the Casualty Service. This 
ensures the speedy clearing of the wounded 
from the bombed area and more important still 
gives the surgeon in the hospital a better chance 
to save life, since unnecessary handling of the 
patient which would result if moved a second 
time, might cause secondary shock. It has been 
stated that war wounds should be operated on 
within eight hours if possible. 

Casualty clearing.—The work here would be 
of a nature and extent as indicated by the class 
of injury, and the condition, of the patient. 
They are equipped with resuscitation ward, 
operating rooms, evacuation wards and general 
wards. Only emergency work is done and the 
patients are evacuated as soon as possible. 

Temporary or advanced base hospitals may be 
located in the city itself or some miles (up to 
twenty has been suggested) outside the city. 
These would take cases not requiring immediate 
operation. Patients to be kept a week or so and 
then sent home. Suggested types of cases are: 
Closed fractures of patella, ribs with lung in- 
jury, and moderate concussion. 

Base hospitals would be at a much greater 
distance from the city, up to 40 or 50 miles. 
The work here is the usual carried out in any 
general hospital: stay, until convalescence. 


Special hospitals—These would be near large 
centres and to them would go certain types of 
casualties, for example cases of recent confine- 
ment or threatened abortion to maternity hos- 
pitals, eye cases to ophthalmic hospitals, facial 
eases to a jaw hospital, and mental to a neuro- 
logical hospital. It is probable that in Canada 
there are very few centres large enough to pro- 
vide medically for this suggested scheme. In 
England and the United States it could be 
operated. 


In connection with the Casualty Service in 
England many interesting facts and figures are 
given in the report of the Ministry of Health 
for the period April 1, 1939 to March 31, 1941. 
The report states that the emergency hospital 
scheme and other easualty services started in 
1938 with a survey of the whole country’s hos- 
pital accommodation. The basie principles of 
the scheme were that the hospital authorities 
remained responsible for the actual treatment 
of all sick and injured from any eause, civil or 
air raid (war), and the Ministry was responsible 
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for organizing the existing facilities on a nation- 
wide scale, providing any additional accom- 
modation required and the cost of treating air 
raid and other special classes of patients. 

At March 31, 1941, 80% of England’s hos- 
pitals were in the scheme, those excluded being 
small or highly specialized ones. Hospitals were 
affiliated in groups. Those in congested areas 
were intended mainly as receiving and clearing 
hospitals with the suburban and urban affiliates 
graded up to first class surgical hospitals. By 
this grouping and expansion, by sending home 
the ordinary sick fit to leave hospital, and by 
installing extra equipment, 190,000 beds were 
available for casualties by the first week in Sep- 
tember, 1939. In the winter of 1939-40 hutment 
hospitals with a eapacity of 34,000 beds, were 
built. Ten thousand of these beds were allotted 
to the army. In the summer of 1940 140 large 
private houses and similar buildings were taken 
over as hospital annexes, capacity 8,850 beds, 
and 215 houses, capacity 11,000, were taken for 
convalescent use or auxiliary hospitals. During 
the summer of 1940 a scheme was entered into 
which would add 60,000 to 70,000 beds in an 
emergency. The buildings chosen were board- 
ing schools, hotels, ete. By the middle of 1940 
the number of beds available during the first 
week of the war fell to 140,000 or 150,000. The 
raids of September, 1940, and the damaging of 
certain hospitals again reduced this number, 
and by the end of 1940 about 95,000 casualty 


beds were staffed and another 30,000 were ready 
but not staffed. 


The flexibility of the emergency hospital 


scheme was proved ‘‘in reverse’’ by the move- 
ment of the Flanders War Casualties to London 
instead of away from it. Over 4,000 chronic 
sick found in shelters and rest centres in the 
London area or evacuated from the coastal areas 
were taken to emergency hospitals in the prov- 
inces. It is claimed that throughout the system 
has worked well. In one heavy raid on London 
in the spring of 1941 all but a negligible number 
of casualties had been operated on or treated 
and evacuated to outer hospitals by the next 
afternoon. The report continues that through 
the growth of the Emergency Hospital System 
a new conception of hospital treatment can be 
seen developing. ‘‘The old all purpose’’ gen- 
eral hospital has given way to a pattern of 
hospitals in which some specialize on one service, 
some on another. The patient goes to the hos- 
pital best suited to his needs instead of remain- 
ing in the first hospital available. Supplement- 
ing the Emergency Hospital System were: (a) 
An adequate system of moving patients between 
hospitals, met by interhospital ambulances (con- 
verted buses) and casualty railway trains. (b) 


Ambulance service direct from seene of incident 
to hospital. (c) First aid posts.and points. 
The strength of the combined fleets for Eng- 
land and Wales ambulances and ‘‘sitting case 
ears’? was 14,676 ambulances and 17,599 cars 


‘on March 31, 1941. 


On this date there were 1,904 fixed first .aid 
posts in England and Wales, and these had 
dealt with 67,951 casualties up to that time. 
The report comments: This total represents a 
much lower proportion of slight air raid casual- 
ties to hospital cases and deaths than had been 
anticipated from the experience of the Spanish 
Civil War. 

Other interesting facts and figures in the re- 
port were: 

First aid points confined to small towns and 
villages and usually having only simple first 
aid outfit and someone who could use it num- 
bered 5,800 officially recognized. 

Mobile first aid units—These had etait less 
useful than was expected. The value of light 
units (a doctor and a nurse in a ‘‘sitting case 
ear’’ with only essential equipment) is being 
increasingly recognized. 

The report also states that the equipment of 
all emergency hospitals to deal with gas casual- 
ties has been completed. A foot note to the 
report states that at September 30, 1941 166 
cleansing sections were attached and 810 sepa- 
rate cleansing centres affiliated to fixed first aid 
posts. Up to December 31, 1941 500 mobile 
cleansing units had been lent to local authorities. 

There is one important point that must be 
stressed in any casualty service, that is, the 
training of the first aid squads. This is divided 
into theory of first aid which should be based 
on the six lecture course as contained in the 39th 
Edition of the St. John Manual of First Aid. 
(2) Practical: Individual training in the use of 
the triangular and roller bandages and the ap- 
plication of splints. As a squad in stretcher 
drill, lifting and handling ‘of patients (frac- 
tures). Finally they should be trained as a 
squad in schemes taking in the other branches 
of the civilian defence service. The four main 
subjects to be stressed in the first aid course are: 
(1) eontrol of arterial hemorrhage; (2) 
methods of artificial respiration; (3) shock; 
(4) fractures. This training ean be helped 
greatly by setting out test cases needing first 
aid measures for the four conditions. 

In econelusion, this much is certain that no 
matter how truly and well any casualty serv- 
ice has been drawn up on paper, only operation 
will test it out, and, as in England, changes 
will have to be made through experience in 
order that its work in raids can be earried out 
efficiently and smoothly. 


CAWMASD 
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Therapeutic Notes 


The following therapeutic notes have been 
kindly collected for us by Dr. F. G. Allison of 
Winnipeg. 


SULFATHIAZOLE POWDER FOR BEDSORES 


Goodman and Corsaro (Ohio State M. J., 
1941, 37: 956) report that five stubborn cases 
healed rapidly after daily application of sulfa- 
thiazole powder to the uleer with a salt shaker. 
Carbon light was also used. This method has 
also been used with success on other types of 
ulcers, and sinuses. ~ 


HALITOSIS 

Crohn and Drosd (J. Am. M. Ass., 1941, 117: 
2242) state that halitosis not due to local eauses 
responds to a low fat diet (50 grm. daily). The 
Chinese think all eaters of milk and butter 
smell like cows. Experiments were done on 
garlic. It was concluded that garlic is absorbed 
in the intestine and excreted in the liver bile 
for several days. During this time the odour of 
garlic is conveyed by the blood to the lungs, 
and thence by the expired air to innocent by- 
standers. 

For immediate, if somewhat temporary, relief 
from garlic or onion breath, the method ad- 
vocated in J. Am. M. Ass. (1935, 104: 2162) 
may be followed. Half a five grain chloramine 
(chlorazine) tablet dissolved in an ounce of 





water when used as a mouth wash destroys any 
essentials oils in the mouth at the time. The 
abstracter can state from personal experience 
that a green onion flavour can be driven from 
the mouth if this mouth wash is used two-hourly. 


EFFECT OF HEAT AND COLD ON ABDOMEN 


Bisgard, Matson and Hirschmann (J. Am. M. 
Ass., 1942, 118: 447) found by experiment that 
external heat inhibited the activity of the 
stomach and intestines, thus proving its benefit 
in local inflammatory conditions like appendi- 
citis. External cold applied to the abdominal 
wall increased the activity of the stomach and 
intestines and caused an increased flow of HCl. 
Thus an ice bag should not be used in hema- 
temesis. Conversely, hot drinks increased the 
activity of the stomach and cold slightly in- 
hibited its action. 


SULFANILAMIDE IN ACUTE NEPHRITIS 


Williams, Longeope and Janeway (Am. J. M. 
Sc., 1942, 203: 157) gave approximately 3 grm. 
of sulfanilamide daily to 42 patients with acute 
nephritis. After the acute stage 1.5 grm. was 
given daily until all evidence of the disease had 
disappeared. There was one death in the acute 
stage. Of 108 controls, twelve died in the acute 
stage. After two years 75% of the sulfanilamide 
patients and 52% of the controls were con- 
sidered to have recovered completely. 


Clinical and Laboratory Notes 


UNTOWARD EFFECTS OF 
BROMIDE MEDICATION 


By J. A. Cummins, M.D. 
Ontario Hospital, Hamilton, Ont. 


A survey of cases admitted to this hospital 
in the past five years has indicated an increase 
in the number of admissions diagnosed as 
psychoses due to bromide intoxication. Ac- 
cordingly, a report on this aspect of psychiatric 
hospital practice is concluded to be justified. 
During the first one-half of the five year period 
no cases of bromide intoxication on admission, 
are recorded. 

This Table shows the cases that have been 
admitted in the past 214 years, and includes 
other interesting information about them. In 
all these cases there is conclusive evidence that 
it was the bromide psychosis which brought the 
patient to hospital and not an underlying 
psychosis which had been under bromide medi- 
cation prior to admission. All cases presented 
a psychiatric problem for which the prescribed 
medication should have been helpful, providing 
the dose had been limited to an efficacious 
amount. Only three gave a history of mental 








TABLE I. 
—— — History 
content wites Number 
mg. per Presence | illness of days 
; rh . of a in — treated 
Date of immediately psychiatric members in 
Case| admission as Same complaint coo hospital 
1 |July 10/39) 49 100 + 0 26 
2 |Feb. 1/40) 37 140 + + 46 
3 |Apr.11/40| 45 100 + 0 175 
4 |Apr.13/40) 52| _225 + 0 56 
5 |May 3/40] 36 180 + 0 49 
6 |June 1/41 200 + 0 49 
7 \July 7/41) 49 310 + 0 61 
8 |\Jan. 2/42) 47 370 + + - 
9 |Jan. 15/42) 38 300 + + . 
10 |Jan. 19/42) 47 310 ~ 0 . 
* Still in hospital. 


illnesses in other members of the family, and 
so it is unlikely that heredity is a contributing 
factor in the development of these psychoses. 
The length of time in hospital compares ap- 
proximately with the amount of bromide in the 
blood at the time of admission. Case 3 is an 
exception. He was an alcoholic who also took 
bromides and barbiturates. He had no in- 
terested relatives, and was suffering from a 
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compression fracture of a vertebra when ad- 
mitted. Both these factors tended to keep him 
in hospital. He was the only case for whom 
the medication had not been prescribed. Brom- 
ism, or bromide poisoning, is popularly be- 
lieved to be heralded by a rash. Although all 
eases had serious and persistent mental symp- 
toms when admitted, none had qa bromide rash. 
A total of seventeen different mental symp- 
toms were observed. The symptoms and fre- 
quency of occurrence are indicated below. 


Symptoms 
Ns iek Alem ime RNa darn Gies Present in all cases 
Toxic delirium and confusion....... Present in all cases 
Disorientation. te ae hale Siderhds ae iar gla Present in all cases 


Memory impairment.............. 
Clouding of consciousness 
Auditory hallucinations............ 
Delusions of fear and apprehension. . 
Emotional instability 
Visual hallucinations 


Present in all cases 
Present in all cases 
Present in 8 cases 
Present in 8 cases 
Present in 6 cases 
Present in 6 cases 


eeeeeree eee eeee 


eee ee er eereeees 


Misidentification.................. Present in 5 cases 
cian ivan kangen eceea Present in 5 cases 
oe ai Present in 4 cases 


Violent tendencies. ............... 
Ideas of persecution 
Considered suicide................ 
Homicidal tendency 
Attempted suicide................ 
Sensory hallucinations 


Present in 4 cases 
Present in 3 cases 
Present in 2 cases 
Present in 2 cases 
1 case 


eoeeeer ee eeeeees 
eeeer eee e eee sees 


eee eer ee eerese 


The length of time necessary for the bromide 
to leave the blood is longer than might be ex- 
pected. Sodium chloride may be administered 
orally with the expectancy that the chloride 
radical will replace and release the bromide 


TaBLeE II. 
Serum blood bromide 
Date content in 
mg. per 100 c.c. 
a 370 
penny 27, TOEE. ... .. -..00005- 175 
Fenruary 2, 1042............... 90 
February 16, 1942............... 30 
March 2,81942................-. 10 


In normal times most people live and work at a pace 
which is well below their peak capacity, but in war time 
they may be asked to work near or at it for fairly 
lengthy periods and on occasion temporarily to surpass 
it—as appears to have been done after Dunkirk. In 
a recent issue of War Medicine Drs. F. A. Hellebrandt 
and P. V. Karpovitch discuss physical performance in 
connection with the administration of ergogenics and 
point out that whether their use is hazardous if the 
output of work is improved merely by eliminating 
fatigue is a matter whose solution is rendered difficult 
by the fact that it is far from easy to differentiate 
between the fatigue limits set by the body and those 
set by the mind. Whilst conceding that it may be wiser 


radical for excretion. Table II illustrates the 
rate at which the bromide is excreted. This 
study was made on Case 8 in Table I and is 
representative in our experience of the rate of 
excretion in any case. 

Bromides are a very useful medication and 
at this hospital have been used chiefly in con- 
junction with chloral hydrate in the following 
prescription :— 


BR Sod. bromide 


gr. xx 
Chloral hydrate gr. x 
Aqua ad. 3 ii 


3 ii t.id., for a period of five days, is well tolerated 
by most patients, Senile and arteriosclerotic persons 
have a low tolerance for bromide medication. 


Chloral hydrate augments the action of the 
bromide and also may diminish its cumulative 
tendency. This medication is always prescribed 
for a definite period of time. Table III shows 
how rapidly serum blood bromide rises when 
this prescription is administered t.i.d. 


TaBLe III. 


Serum blood bromide 


Case Number of days content in 
administered mg. per 100 c.c. 
A 5 70 
A 10 90 
B 15 115 
B 20 120 
SUMMARY 


The bromides are very useful drugs, but un- 
less their cumulative action is guarded against 
serious results will occur. The serum blood 
bromide content rises quickly, but decreases 
slowly. Serious and persistent mental symp- 
toms occurred in the above ten eases, but none 
had a bromide rash when admitted to hospital. 
Bearing these facts in mind, it would seem ad- 
visable to prescribe the drug in reasonable 
doses and for definitely limited periods of time 
only. 


in war time to resort to an ergogenic than to abandon 
an exhausted individual they insist that any substance, 
the administration of which pushes a person past normal 
endurance, is potentially dangerous and should be 
strictly reserved for emergency use as in certain of the 
‘‘life or death’’ exhaustion situations which not in- 
frequently arise in war time. Of all ergogenic aids 


those which augment the work capacity simply by im- 
proving the condition of the body are obviously the 
safest and most physiologically sound; and the most 
enduring gain can probably be attained by careful 
systematic physical training and the achievement of the 
highest possible standard of physical fitness—J. Roy. 
Inst. of Pub. Health & Hyg., 1942, 5: 88. 
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Epiror1AL: HEALTH INSURANCE 


Editorial 


THE POSITION OF THE CANADIAN MEDICAL ASSOCIATION 
ON HEALTH INSURANCE 


N 1934 at the Calgary Meeting, the Cana- 

dian Medical Association, through its 
Council, adopted a report prepared by its 
Committee on Economics, dealing with this 
matter. This report contained eighteen 
‘principles’, which, in the opinion of that 
Council, should be embodied in any scheme 
of health insurance, if, and when, any such 
scheme was introduced, in any Province. 
These principles have been modified from 
time to time by General Council as seemed 
wise. 

During the last eighteen months, consider- 
able study has been in progress under the 
Department of Pensions and National 
Health, concerning Health Services, during 
the post-war period. This study has in- 
_ cluded a consideration of health insurance. 

While this matter was under consideration, 
the Canadian Medical Association received 
an invitation from the Honourable, the 
Minister of Pensions and National Health, 
Mr. Ian MacKenzie, as a result of which the 
entire Executive met the Minister and 
Deputy Minister, and the Director of Public 
Health Services in Ottawa. During this 
meeting a very full discussion on the problem 
of health insurance in Canada ensued, and 
on invitation from the Minister, a ‘“‘Com- 
mittee of Seven’ was set up by the Canadian 
Medical Association, to continue the study 
of this subject and to give the Department 
officials concerned their advice on the various 
phases of this matter. It was their purpose 
to make the position of the Canadian Medical 
Association clear and to make sure as far as 
possible, that any proposals which might 
become the basis for legislation would be on 
sound lines and in the best interests of the 
public and fair to the profession. 

In February of this year a Committee 
within the Department of Pensions and 
National Health was established by Order- 
in-Council and instructed to actively pursue 
a study of health insurance in detail. This 
Committee has invited many organized 
bodies to present their views and this oppor- 
tunity has been freely utilized. 


A few months ago a questionnaire on this 
subject was distributed to the medical pro- 
fession as widely as possible throughout 
Canada, and the returned answers analyzed. 
As a result and upon the recommendation of 
the Committee of Seven, and of the Executive 
of the Canadian Medical Association, these 
“principles” were modified in some particu- 
lars; one was omitted and three new ones 
were added. These then were discussed and 
adopted by General Council at the Jasper 
meeting. Accordingly there are now twenty 
“principles” which have been adopted as 
essential to any satisfactory workable scheme 
of health insurance in Canada. These 
principles are printed elsewhere in this issue 
as part of the report of the proceedings of 
General Council. 

In sending out the questionnaire referred 
to above, the first question contained the 
following sentence. ‘‘In the event of major 
changes in these (medical and _ health) 
services, or if a plan of health insurance 
should be contemplated by the Federal and 
(or) Provincial Governments, do you think 
that the medical profession, through the 
Canadian Medical Association, should assist 
in the formulation of plans to meet these 
changes, or of plans which might be put 
forward as bases for the enactment of health 
insurance?’ This question was answered 
overwhelmingly in the affirmative by each 
of the nine Provinces. 

Following the annual meeting at Jasper, 
at which -these twenty principles were 
adopted and became in a sense the Magna 
Charta of the profession on the subject of 
health insurance, the Committee of Seven 
met in Ottawa with the Departmental Com- 
mittee on Health Insurance. At this meet- 
ing the position of the Profession as outlined 
in the principles was discussed in detail. A 
very frank discussion ensued. It is expected 
that this will be followed by further dis- 
cussions from time to time. 

We are aware that the various Provinces 
of Canada have problems relating to health 
services which vary greatly. These must 
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have full consideration and call for same 
elasticity in any plan which may be proposed. 
Our position is, that any plan if it is to be 
approved by the Canadian Medical Associ- 
ation must contain the best we know, and 
it must offer a maximum of service to the 
people covered by the plan, and it must be 
available at a price which is fair to all 
concerned, including those rendering the 
services. 

The Association therefore is, through its 
Committee of Seven, giving careful thought 
to this problem of health insurance, and is 
meeting from time to time with officials of 


Evitorial 
Maintaining the Health of the Soldier 


During the former Great War it was noted 
that there was less illness among the combatant 
forces than there was in the city of London. 
This statement applies, particularly to maladies 
of infective origin, and speaks volumes for the 
efficiency of the medical services. Only one 
disease of infective origin gained ground— 
tuberculosis. The same statement applies with 
equal force today. While the health of the 
general population in Great Britain is said to 
be satisfactory it is admitted that there is more 
tuberculosis about than there should be. This 
is attributable, so many say, to the emptying 
of many tuberculosis sanatoria in order to make 
room for what were regarded as more urgent 
requirements. However, much attention is now 
being paid to rectifying this undesirable situa- 
tion. Demands are being made for the more 
general use of the x-ray. In Canada we are 
employing radiology in the examination of the 
chests of would-be recruits, with, we think, ex- 
cellent results. We believe that, in the end, the 
country will be saved some millions of dollars 
yearly, and after the war that the general 
health of our population will be as good, or 
better, than it was before in the matter of 
tuberculosis. 

We note with interest that in Great Britain 
a concerted effort is being made to spread health 
knowledge among the armed forces. An Army 
School of Hygiene, South Eastern Command, 
has been established for the continuous training 
of regimental officers and other ranks in the 
Army, including those of the Canadian and 
Allied Forees. Already about 30,000 have 


passed through the school during the war. 
Officers take a short course which enables them 
to safeguard the health of the troops on active 
service, and also non-commissioned officers and 
men are sent from every unit, on the basis of 
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the Departmental Committee established by 
Order-in-Council. The Committee of Seven 
will welcome representations from the 
Divisional committees on medical economics, 
or from any individuals or groups among the 
profession. Its purpose is to present con- 
structive criticism of plans as presented by 
the Health Insurance Committee and, as 
instructed, ‘‘to assist in the formulation of 
plans which may be put forward as bases for 
the enactment of Health Insurance’’. 

Any communications may be addressed 
to the Committee of Seven in care of the 
General Secretary. A. E. ARCHER 





Comments 


one for every 100 men, for practical 14-day 
courses in field sanitation and water purifica- 
tion, after which they return to their units ‘as 
water or sanitary duty orderlies. 

Instruction is given along the most modern 
and efficacious lines, on the principle that the 
soldier should be approached as a human being 
and taught to look after himself and keep him- 
self healthy under the differing conditions of 
climate. The results are worth while, as is 
proved by the smallness of our losses from dis- 
ease, particularly in the Libyan campaign. 

Not only must we win the war against, the 
aggression of the Nazis and their ilk, but, de- 
spite adverse circumstances of other kinds, we 
must win the war against disease. Otherwise 
we will be a second rate people for the next 
generation or so. A.G.N, 





On the Writing of Letters 


The last annual report of Council of the 
British Medical Association contains interesting 
details of the difficulties under which the British 
Medical Journal is being published. One point 
which attracted our attention especially was the 
statement that in spite of war circumstances 
there has been no appreciable decline in the 
volume of contributed material, and the number 
of letters received ‘‘is still embarrassingly 
large’’. That is an embarrassment from which 
we in Canada do not suffer. If there is any one 
aspect in which our journals differ materially 
from those of the British Isles it is in the 
number of letters submitted for publication, and 
the same is probably true of American medical 
journals. It is not easy to account for this. 
We are quite ready to express our opinions, but 
for some reason there seems to be a hesitation 
amongst us about writing letters. Perhaps some 
feel that letters are not effective enough. And 
yet most people will admit that they are often 











Sept. 1942) MEN AND Books: 


THE EDITING oF MEDICAL PAPERS 


263 


aae=SsSseaeuooeaeaeeeeeEeEeeeEeEeEeEeeeEeEeEeaeaeaeaeaeaeEeaEeaeaeaEeaeaeEeEeEeaeaaaaoaoaaaooooooooo——————— eee 


more attractive reading than formal articles. 
They have, or should have, a spontaneity and 
force of expression which does not usually be- 
long to an article. It may be too that some are 
loath to enter into discussion in public, but that 
is largely a matter of practice (although it 
should be remembered that editors may not 
allow too much ‘‘practising’’!). It may partly 
be the laziness which does not prevent a man 
from talking on a subject (witness our legisla- 


tive assemblies) but keeps him from putting his 
ideas into a letter. 

In any ease, it seems to us that there is room 
for more correspondence in our columns, either 
as expressions of opinion, comments on articles, 
or short statements of interesting observations. 
We feel that one reason why more letters are 
not written is simply that it does not occur 
to men to write them. We make the sugges- 
tion now. 


PMen-and Books 


THE EDITING OF MEDICAL PAPERS 
By H. E. MacDErmot 


Montreal 


The function of an editor puzzled me long 
before I did any editing myself. One heard of 
great editors and of good editing, but just what 
an editor did, or why he should seem so neces- 
sary, was all obscure to me. That he could be 
disagreeable was more easy to understand! Now 
I know what an editor is supposed to do, but it 
is not so readily explained. Not that many 
people trouble themselves about the matter. 
It is usually taken for granted that editors have 
to be. It may even be assumed vaguely by some 
that he helps to print what is sent him. I have 
been told of one man who believed that the 
editor himself wrote the entire contents of his 
Journal. 

Perhaps the editorial function could be best 
demonstrated by having no editing at all. That 
would be a convincing demonstration—so long 
as it lasted. But the idea is never likely to be 
put into practice. 

As a compromise, it may be useful to point 
out some of the imperfections commonly met 
with in medical papers. A few of my examples 
are taken from manuscripts, but many managed 
to get into print, suggesting that the editor 
concerned was toying with the idea I have just 
mentioned. 

First of all, there is the matter of the title 
of a paper. Everyone knows how difficult it is 
to choose a good title. It should not be too 
long; but neither should it be too short, for 
compression can be carried to the point of 
absurdity. Here is an example of excessive 
length; one is quite enough. 


‘*Cystic tumour of medulla of suprarenal gland 
(paraganglioma) associated with early and persistent 
arterial hypertension, with arterial thickening and 
with multiple hemorrhages within the nervous system, 
causing epileptiform convulsions, paralyses, and psy- 
chopathic states.’’ 


Two examples of the absurdly short may be 
given: one paper bore the title ‘‘The Vertical 
Patient’’, and the other ‘‘The Feeble-Minded 





Problem’’. Obviously, the authors of these 
could have taken a little more space, just as the 
author of the wordy sample could have taken 
less. 

Perfect obscurity is attained in ‘‘The Mal- 
Treated Cause of Malnutrition’’. A hint of the 
ludicrous appears in ‘‘ A Plea for the Sphincter 
Ani’’; surgeons will have their little joke. The 
‘*Tonies and Sedatives’’ of the J. Am. M. Ass. 
uncovered another absurdity in ‘‘ Pathology 
Found in the Serotum’’, on which the very apt 
comment was made ‘‘Found At Last!’’, Dr. 
W. W. Francis tells us how such things were 
dealt with by Sir Andrew Macphail, an editor 
who never compromised : 


‘*Once when leaving for his Island home he handed 
me some papers for the Journal, with instructions to 
alter the title of one by a prominent surgeon. ‘The 
seaphoid abdomen’, yes; the ‘pendulous abdomen’, 
yes; but ‘The acute abdomen’—no!, I feared the sur- 
geon more than the editor, and left it angular.’’ 


As a final instance of what can happen, even 
in the best regulated families, I found in one 
first-class modern Journal that that arch-enemy, 
the printer’s devil, had taken someone unawares 
with ‘‘The Anti-Natal Problem’’. 

Next to the title is the matter of the opening 
sentence. In this respect, however, I have no 
strikingly bad examples to offer. One could 
more easily, and with infinitely greater pleasure, 
make a collection of opening sentences which 
are memorable for their excellence, although one 
would have to go outside medical or scientific 
writing for the supremely great examples; to 
Bacon, for instance, who gives us in his Essay 
*“Of Death’’, 


‘Men fear death as children fear to go in the 
dark; and as that natural fear in children is increased 
with tales, so is the other.’’ 


And in ‘‘Of Marriage and Simple Life’’, 


‘*He that hath wife and children hath given 
hostages to fortune; for they are impediments to great 
enterprises, either of virture or mischief.’’ 


And he has many others, for he is am absolute 
master of the art of the first sentence. 

Sir Thomas Browne begins his ‘‘Religio 
Medici’’ with: 
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‘‘For my Religion, though there be several circum- 
stances that might perswade the World that I have 
none at all (as the general scandal of my Profession, 
the natural course of my studies, the indifferency of 
my behaviour and discourse in matters of Religion, 
neither violently defending one, nor with that com- 
mon ardour and contention opposing another;) yet, in 
despight thereof, I dare without usurpation assume the 
honourable Stile of a Christian’’, 


Not many men ean keep such complete con- 
trol of so long a sentence. It is better perhaps 
to follow such simple, straightforward examples 
as one finds in the opening words of Darwin’s 
‘‘The Emotions’’: 


‘*T will begin by giving the three Principles which 
appear to me to account for most of the expressions 
and gestures involuntarily used by man and the lower 
animals, under the influence of various emotions and 
sensations, ’’ 


Or Goldsmith in the ‘‘ Vicar of Wakefield’’. 


‘*T was ever of opinion that the honest man, who 
married and brought up a large family, did more 
service than he who continued single, and only talked 
of population.’’ 


One might also emulate Dr. Wm. Boyd in 


‘‘The pathological problems presented by that 


profitable stone-quarry, the gall-bladder, are numerous 
and varied.’’ 


Or, harder still to match, in ‘‘The Autocrat 
of the Breakfast Table’’, 


‘‘T was just going to say, when I was interrupted, 
that one of the many ways of classifying minds is 
under the heads of arithmetical and algebraical in- 
tellects.’’ 


It is with great regret that I leave such musi- 
cal phrases, but I must return to my editorial 
specimens. 

With the title and opening sentence behind 
us, we come to the open country of the text 
itself, where the author disports himself with a 
mechanism apparently easy to use but present- 
ing annoying difficulties in being made to 
function correctly and effectively, not to say 
attractively. 

I shall not comment on ordinary poor English, 
beyond remarking that the usage of certain 
errors is being gradually established in many 
medical journals. The most notable of these 
perhaps is the use of the word ‘‘pathology’’ as 
synonymous with ‘‘disease’’, It is now too com- 
mon to attract the attention even of editors of 
Journals in good standing, witness the following: 


‘‘The dentists say he should come irrespective of 
pathology.’’ 


I am always looking for a similar distortion 
of the word ‘‘physiology’’, but so far that word 
does not seem to have been violated in print, 
although I have come across an example in a 
manuscript. There was also an instance in a 
ms. of an author attempting to lay hands on 
‘‘anatomy’’ in the title ‘‘The Anatomy Con- 
cerned in Inguinal Hernia’’. 


It is the poorly constructed sentences which 
make up most of the bad writing. The fol- 
lowing examples are of an extreme nature per- 
haps, but they show what can happen even at 
the hands of men who have done a fair amount 
of. writing : 


‘*Rather do we feel reproach in such a condition 
of affairs, sensing in it the foundation at least of the 
entirely obvious let-down in opinion and regard of 
the whole body of people for the exponents of the 
healing profession, of the several decades immediately 
past.’’ 


‘‘These diseases are not due to nasopharyngeal 
causes, but the return to health or the placing of 
the body in a healthy state allows that result to occur, 
when the actual cause can be found in addition.’’ 


What kind of mental process can have been 
going on to produce such angularities of writ- 
ing? It must have been with these authors as 
it was with the writer of whom Dr. Johnson 
said: ‘‘No sooner does he take a pen in hand 
than it becomes a torpedo to him, and benumbs 
all his faculties.’’ 


But there are other and more insidious errors. 
A man’s ear should have warned him (though 
it did not) that it is unpleasant to read, ‘‘It 
can then be given satisfactorily intravenously’’. 
Or, it should have been realized by another 
author that it is confusing to be told, ‘‘From 
every point of view there can be no two sides 
to the matter’’. Or, again, that there is a geo- 
metrical difficulty in accepting the statement 
that ‘‘The lines of divergence are converging’’. 


It must be the apparent similarity between 
certain words that leads to their occasional 
misuse. ‘‘Precipitous’’, for example, for ‘‘pre- 
cipitate’’. An editorial in one Journal speaks 
of the ‘‘precipitous adoption’’ of certain mea- 
sures. I have found ‘‘precipitous labour’’ in 
more than one ms. Another similar mistake is 
‘‘depreciates’’ for ‘‘deprecates’’. One man 
wrote ‘‘I also depreciate the hypothesis that. . .”’ 
Again, ‘‘humanely’’ for ‘‘humanly’’ appeared 
in ‘‘It behooves every surgeon to assure as safe 
and pleasant a passage through the storm as is 
humanely possible’. Twice I have found 
‘‘mitigates against’’ for ‘‘militates’’. ‘‘Causal’’ 
for ‘‘easual’’, or vice versa, is not uncommon, 
and, curiously enough, it may not always be easy 
to decide whether a mistake has been made or 
not. There could be a ‘‘casual relationship’’ 
for instance, when ‘‘causal’’ is really meant. 
‘* Apothecates’’ for ‘‘hypothecates’’ is of course 
quite inexcusable, but, unfortunately, not im- 
possible. 

The words ‘‘suggestive’’ and ‘‘suspicious’’ 
are apt to be carelessly handled. One author 
wrote: ‘‘The inference is at least suggestive’’, 
which made the inference a suggestive one, when 
he only meant that it had been suggested. An- 
other writer had: ‘‘A toxic syndrome and gen- 
eral ill-health are suspicious of tuberculosis’’, 
but what they suspected he did not say. 
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Case reports often contain the statement that 


the past history ‘‘is irrelevant’’. Now a per- 
sonal history, as recited by the patient, may well 
be irrevelant to the case, but we do not wish 
to be told that particularly ; we are quite willing 
to take it for granted. We do want to know 
if it contains any useful information. If it 
does not, then it is negative, or, if you will, con- 
tains nothing pertinent. Sometimes the history 
is said to be ‘‘essentially negative’’. It still, 
however, is negative. The ‘‘essentially’’ is un- 
necessary. 

‘‘Following’’ comes in for its share of abuse. 
Such a sentence as ‘‘The patient improved fol- 
lowing the operation’’ is quite common. This 
is only one of the many instances in which a 
long word may seem to be a little better than 
a short one, when actually the opposite is 
usually the case. 

The phrase ‘‘equally as well’’ trips up some 
men; as in the sentence ‘‘This condition may 
equally as well develop under other circum- 
stanees’’. The ‘‘as’’ doesn’t help at all. 
Similarly with ‘‘until such time as’’. 

I also notice a fondness for the unnecessary 
qualifications ‘‘if any’’, or, ‘‘if present’’ as in: 


‘‘TIt was considered advisable to await develop- 
ments, if any.’’ 

‘*A careful search should be made for contributing 
factors, and these, if present, should be dealt with.’’ 

‘*Visible peristalsis is an important sign, if seen.’’ 


Another example, but a little worse perhaps 
because it is unintelligible as well, is: 


‘‘Hysterectomy per se should never be done, as it is 
no cure for prolapse.’’ 


Possibly a hysterectomy under some other 
guise might do! 

Then I have gathered a number of sentences 
which I ean only describe as queer. 


‘‘He complained of numbness in his feet which 
was gradually speeding proximally.’’ 

‘‘This disease stands unique as the first truly 
American disease, and the guiding spirit that has 
made this accomplishment possible is. a 

‘‘The woman was 26 years of age and had had two 
previous children.’’ 

‘*Were not the results so lamentable, the comedy 
would be laughable.’’ 

‘*T will mention later a small group in which re- 
covery from an otherwise fatal embolus has followed 
embolectomy.’’ 

‘‘The reason for the numerous fatalities ” in the 
ignorance of the blood groups.’’ 

‘‘A despairing physician told me of an “enraged 
woman whom he had examined healthily.’’ 


I onee asked a student to put this last 
sentence into more presentable form. His 
version of it was: 


‘‘A despairing physician told me of an enraged 
woman whom he had examined by force.’’! 


Occasionally one comes across the mixed 
metaphor; one could wish that they were more 
frequent. Here are two: 


CATECHISM IN MEDICAL HISTORY 
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‘‘In comparison with the recent cataclysm, the 
South Sea Bubble may well be regarded as a flash in 
the pan.’’ 

‘*TIt is reasonable to believe that the tottering of 
a few during this time of stress will not become the 
example that will lead the rest of the profession to 
follow the black sheep blindly over the precipice.’’ 


I do not say that an editor should alter these. 

There is one small detail which I think 
authors could correct, although it is not actually 
a matter of style. It concerns the use of the 
personal pronoun ‘‘I’’. Let us admit that an 
author, as a matter of taste, should not intrude 
himself too obviously. In avoiding this extreme, 
however, there is no reason why he should fall 
into the error of mock modesty by trying to 
hide behind ‘‘the author’’, or ‘‘one feels’’. The 
best example of complete anonymity in this 
respect perhaps is Cushing’s ‘‘Life of Osler’’, 
in which the author never speaks in the first 
person, nor even in the third. It is done so well 
that one does not notice it, but it is doubtful 
if a less complete suppression of personality 
would have mattered very much. 





CATECHISM IN MEDICAL HISTORY 


By HeEser C. JAMIESON 


Edmonton 


What famous anatomist opened one of his 
lectures by saying: ‘‘Gentlemen, this is the 
sphenoid bone. Damn the sphenoid!’’? 


Oliver Wendell Holmes (1809-1894). Pro- 
fessor of Anatomy at Harvard. He was a 
famous author and poet and introduced the 
terms ‘‘anesthesia’’ and ‘‘anesthetic’’. In 
1843 he wrote on the Contagiousness of 
Puerperal Fever, which confirmed the work 
of Semmelweiss. 


. Who first suggested that suppuration was 
not necessary for the healing of wounds? 


. Theodorie, Bishop of Cervia. Born 1208. 
He taught that suppuration was really a 
complication and could be prevented. His 
method was to check hemorrhage at once 
and put neither packing nor tents in it. 
He approximated the edges and sutured the 
wound at once. Then pads soaked in warm 
wine were applied on either side of the 
wound to compress the depth of it more 
than the line of union. Two or three pads 
were placed over all to conserve natural heat 
and the part bandaged. This rational treat- 
ment of wounds was not followed by sur- 
geons for several centuries but recourse to 
scraping, the use of tents and irritants to 
cause formation of pus was made. It could 


be truly said that in those days ‘‘ More sur- 
geons know how to cause suppuration than 
to heal a wound’’. 
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. Pythagoras (570-489 B.C.). 


. Muscle: 


. To whom do we owe the words tonic, tem- 


perature, temperament? 


A Greek phil- 
osopher. He taught that the body was made 
up of cords that must be kept in tone and 
when disease invaded the body a loss of tone 
occurred and a tonic was indicated. The 
eords were composed of the elements fire, 
earth, air and water and they had to be kept 
in the proper proportions or properly tem- 
pered. Pythagoras believed in the trans- 
migration of souls. 


. For what were the following famous: Lous, 


Withering, Currie? 


. Pierre Charles Alexandre Louis (1787-1872). 


Was first to apply the ‘‘numerical method’’ 
to pathology. 

William Withering (1741-1799). Introduced 
digitalis into medicine. 

James Currie (1756-1805). Introduced cold 
baths in the treatment of fever. 


. From what are words muscle, duodenum and 


artery derived? 


Derived from the Latin word for 
mouse. 

Duodenum, meaning twelve fingers, was 
introduced by Herophilus (300 B.C.), often 
ealled the father of systematic anatomical 
investigation. 

Artery: Aristotle (384-322 B.C.) on opening 
the arteries found no blood and believed 
they contained air. 


Q. Who are often spoken of as the three greatest 





. (1) Ambroise Paré (1509-1590). 


surgeons of all time? Why? 


Famous 
military surgeon. He discarded the use of 
boiling oil as a cautery after amputations 
and reintroduced the use of the ligature 
and employed cold dressings. He improved 
the method of trepanning and devised numer- 
ous instruments. 

(2) John Hunter (1728-1793). He was the 
first to advocate ligature of large arteries 
in their continuity. He placed English 
surgery on a scientific basis and was the 
most original and stimulating teacher of his 
time. 

(3) Lord Lister (Joseph) (1827-1912). He 
brought about a revolution in surgery by the 
use of antiseptics. 


. What famous architect made the original 


drawings for an anatomical entity well 
known to all medical men? 


. Sir Christopher Wren made the original 


drawing of the Cirele of Willis in 1664. 





Medsical Societies 


Saint John Medical Society 

Dr. C. H. Best, of Toronto, was the special 
speaker at a dinner meeting of the Saint John 
Medical Society at the Riverside Golf Club on 
July 21st. Dr. H. A. Farris presided. There 
was a good attendance, including a group of 
visitors, medical members of the armed forces 
in the neighbourhood. Dr. Best spoke on the 
general subject of ‘‘Research as related to the 
war effort’’. 

At the postponed annual meeting of the Saint 
John Medical Society held in the General Hos- 
pital, the following slate of officers was elected 
for the year 1942-43: 

President—Dr. H. A. Farris; Vice-president—Dr. A. 
L. Donovan; Secretary—Dr. E. A. Petrie; Treaswrer— 
Dr. K. A. Baird. Executive Committee—Drs. A. 8. 
Kirkland, T. E. Grant and F. D. Wanamaker. 

A. 8S. KIRKLAND 





Heureuse initiative de la Société Médicale 

La Société Médicale de Montréal a jugé a 
propos de former un Comité spécial pour 
étudier, 4 la lueur des acquisitions les plus 
récentes, le diagnostic précoce, la prévention et 
le traitement de la poliomyélite ou paralysie 
infantile. Son but est de faire des suggestions 
utiles aux autorités sanitaires de notre ville et 
de la provinee, pour leur permettre de faire 
face 4 toute éventualité, particuliérement a 
cette époque de l’année, pendant les mois d’aott 
et septembre, ot une épidémie est toujours 
possible. 

La Société Médicale a nommé membres de ce 
Comité; les docteurs Roma Amyot, Antonio 
Barbeau, J.-A. Baudouin, Henri Charbonneau, 
Albert Comtois, Edmond Dubé, Armand Frap- 
pier, Albert Guilbeault, Gaston Lapierre, Paul 
Letondal, Daniel Longpré, G.-L. Prud’homme, 
J.-E. Samson et Jean Saucier. 

Ce Comité agira sous la direction du Dr G.-L. 
Prud’homme, président de la Société Médicale, 
et du Dr Paul Letondal, chef du secrétariat de 
cette Société, qui remplira les fonctions de 
seerétaire général. 

Il convient de féliciter les membres de 
l’Exéeutif de la Société Médicale d’avoir pris 
pareille initiative et de coopérer si étroitement 
avec les autorités sanitaires de notre ville et de 
la province. 


Valley Medical Society 

Addressing the Valley Medical Society at its 
annual meeting were Dr. Frank Mack, Dr. Clyde 
Holland, and Dr. P. S. Cochrane. The following 

officers were elected for the coming year: 
President—Dr. H. E. Killam, Lakeville; Vice-presi- 
dents—Dr. C. 8. Bezanson, for Kings, Dr. L. B. W. 
Braine, for Annapolis, Dr. J; R. McCleave for Digby; 
Secretary-Treaswrer—Dr. R. A. Morash, Berwick; Repre- 
sentatives to the Nova Scotia Society Executive—Dr. P. 
8. Cochrane, Wolfville, Dr. C. G. Messenger, Middleton. 
ARTHUR L. MURPHY 
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The General Secretary's Page 


The Canadian Medical Procurement and 
Assignment Board is under way with its task. 
It was organized on July 7th. On August Ist, 
more than ten thousand letters in English and 
French went out to the profession, in order that 
all the doctors of Canada might be informed. 

Survey cards answered by the profession some 
months ago, indicating offers of service, have 
been distributed to the Divisional Advisory 
Committees throughout Canada and it may be 
that, before this page is read, every man who has 
offered to serve will have been contacted by his 
local committee. 

With the further view of keeping the profession 
fully and completely informed as to our relation- 
ship to the war effort, there is published here- 
under a copy of the Order in Council establishing 
the Board: 


P.C. 6185 


“Certified to be a true copy of a Minute of a Meeting 
of the Committee of the Privy Council, approved by His 
Excellency the Governor General on the 20th July, 1942. 


The Committee of the Privy Council have had before 
them a report, dated 9th July, 1942, from the Minister 
of National Defence, representing as follows:— 


As a consequence of the ent need for additional 
medical officers to fill vacancies in war establishments for 
the Armed Forces of Canada a survey of the available 
civilian physicians registered in Canada was condutted by 
the Canadian Medical Association. This survey has 
revealed that in the age group 30-50 years, there are 
available 871 5 my who have signified their desire 
to serve in such Forces. 305 physicians in this group are 
prepared to serve immediately, the balance, 566 phy- 
sicians, are desirous of commencing service within periods 
ranging from one to three months from the date of notice 
that their services are required. 


It is considered necessary and desirable that the 
information obtained as a result of the above-mentioned 
survey should be carefully tabulated, analysed and 
utilized in order that those who have volunteered for 
service may be appointed and allocated in proper pro- 
SS to the three branches of the Armed Forces of 

anada. 


It is further considered desirable that in appointing 
additional medical officers from civil life careful consider- 
ation should be given the present and future requirements 
of civilian institutions, public health departments, medical 
schools and communities where the services of physicians 
are indispensable. 

In order to make adequate provision for dealing with 
this urgent problem of procuring much needed medical 
officers, and at the same time guarding against the impair- 
ment of essential public health services, the Minister 
recommends, with the concurrence of the Minister of 
National Defence for Naval Services and the Minister of 
National Defence for Air, the formation of a committee 
in the Department of National Defence at National 
Defence Headquarters, to be known as ‘the Canadian 
Medical Procurement and Assignment Board for Phy- 
sicians’. 

The Committee concur in the foregoing and advise 
that under the provisions of the War Measures Act, 
Chapter 206, R.S.C. 1927, the said committee be formed, 
to consist of the following personnel :— 


(a) Medical Director General (Navy). 
(b) Director General of Medical Services (Army). , 


(c) Director of Medical Services (Air). 
(d) Director of Medical Services, Department of 
Pensions and National Health. 
(e) Medical Director of National War Services. 
(f) A representative of the Director of National 
Selective Services. 
The foregoing to appoint one of their number as 
rmanent chairman. 
ive members of the Canadian Medical Advisory 
Committee (Central) appointed by the Canadian 
Medical Association, one of whom shall be 
— permanent secretary at a nominal salary 
of one dollar per annum. 


The Committee also advise that the duties of the said 
committee shall be: 


(a) To tabulate, analyse and utilize the results of the 
survey made by the Canadian Medical Association 
of physicians registered in Canada with a view to 
determining the number available for appointment 
to the Armed Forces of Canada. 

To allocate as a result of information obtained in 
the survey medical officers in the proper pro- 
portions for appointment to the three branches of 
the Armed Forces of Canada. 

To consider carefully in relation to the available 
supply of physicians for appointment to the Armed 
Forces, the requirement of civilian institutions, 
public health departments, medical schools, war 
industries and communities in order that there 
shall be no impairment of essential public health 
services. 

To undertake the responsibility for investigating 
conditions at first hand regarding civilian needs 
and the possibility of making such arrangements as 
are possible and expedient where there is an 
apparent conflict between military and civilian 


needs 
To 


(9) 


(b 


— 


(c 


-— 


(d 


-— 


make further surveys and investigations with 
respect to the availability of physicians not reached 
by the survey who are eligible for appointment, in 
order that adequate provision may be made for the 
future requirements of the Armed Forces of Canada. 


The Committee further advise that the resultant 
expenditures, including the rental of office space, salaries 
of clerks and subordinate staff together with such sums as 
are necessary to defray the travelling expenses of the 
permanent secretary of the Board as well as the travelling 
expenses of the four other members of the Canadian 
Medical Advisory Committee (Central) appointed by the 
Canadian Medical Association to form part of the Board, 
shall be made a charge against the War Appropriations 
allotted to the Department of National Defence. 


(Signed) A. D. P. Heeney, 
Clerk of tixe Privy Council.” 


(e) 


Have you completed and returned to the 
Canadian Medical Association the War Survey 
Card sent to you some months ago? If you 
have lost your copy, write or wire for another to 
the Canadian Medical Association at 184 College 
Street, Toronto, or the Canadian Medical Pro- 
curement and Assignment Board, Ottawa. 

Please bear in mind that we are facing an 
emergency. Eight hundred and ten additional 
medical enlistments must be secured by March, 
1943. It is imperative that we know what every 
doctor in Canada wishes to do in respect to the 
war. 
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Association Notes 


The Annual Meeting 


Arrangements have been completed for the 
Seventy-fourth Annual Meeting to be held in 
the Mount Royal Hotel, Montreal, during the 
week of June 14, 1943. 

The hotel offers splendid facilities for all our 
needs. 

Under the direction of the President-Elect, 
Dr. D. Sclater Lewis, Committees are being 
organized and it is expected that plans for the 
convention will be well under way very shortly. 





The ‘‘Hobbies Exhibit’ 


A modest attempt was made at the annual 
meeting at Jasper Park Lodge, to exhibit some 
of the ‘‘Hobbies’’ of medical men and women. 
The ‘‘exhibit’’ itself was not very elaborate; 
perhaps too little publicity was given to it and 
too little effort made to assemble all that might 
have been shown as coming from ‘‘the Doctor’’ 
in his spare moments. 

There were figurines of fantastic shapes and 
forms earved from the roots of the ground 
juniper tree found on the wild lands of Alberta. 
Dr. P. S. Brown, of East Coulee, a coal-mining 
town, in the Red Deer Valley not far from 
Drumheller, has made a eollection of these 
‘‘figurines’’ which were admired by all. 





Naturally photographs both coloured and 
plain were a prominent part of the exhibit. 
Many of the photographs would win and have 
won national commendation. Dr. R. C. Riley, 
of Calgary, had both coloured and plain. ‘‘The 
Last Post’’ was simple in design but magnificent 
in conception, His coloured photos of Lake 
Louise, the Windermere and Jasper country 
were gems of beauty. Dr. S. M. Rose, of Leth- 
bridge showed a photograph of two wind-bent 
cottonwood trees that had an appeal, two hardy 
pioneers and typical of our prairie country. 
Dr. W. W. Upton and Dr. E. R. Selby showed 
coloured photos of still life and mountain 
scenery unsurpassable in natural beauty and 
interest. 

Dr. Lillian Chase, of Regina, had a painting 
of ‘‘Blomidon’’ Nova Scotia which created 
nostalgia in those of us who came from that 
part of the Dominion and had seen old Blomi- 
don in its various moods. Dr. Harvey Agnew, 
of Toronto, showed three paintings of merit— 
‘<The Shadows’’ was simple in conception but 
very appealing in the handling of ‘‘light’’ and 
‘‘shade’’. - 

Dr. Harry Swartzlander, of Calgary, who is 
a noted collector of American postage stamps 
had part of his collection to show to interested 
philatelists. It is rather surprising the number 


of doctors throughout Canada who are interested 
in this fascinating hobby. 


Kindmess of Dr. H. M. Yelland 


A group of the Executive Committee at Jasper Park, June 13, 1942. 
Top row, standing: F. 8. Patcu, C. J. VENIoT, T. C. RoutLey, C. H. HANKINSON, LEON GERIN-LAJOIE. 
Middle row, seated: D. SCLATER LEWIS, H. M. YELLAND, A. B. WuyTock, H. McPHEpRAN, O. E. ROTHWELL, 


MURRAY BLAIR. 


Lower row, seated: W. i. DELANEY, T. H. Leccert, H. K. MacDona.p, G. 8. Fanrni, A. E. ARCHER, F. A. 


BROCKENSHIRE, H. E. MAcDERMOT. 
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Dr. G. R. Johnson, of Calgary, had a display 
of polished stones and fossils mainly gathered 
from the river beds of Alberta. The specimens 
of polished silicated woods indigenous to this 
country many millions of years ago and now 
preserved in the sedimentary rocks of Alberta 
‘formed an interesting part of this collection. 
Polishing ‘‘stones’’ is rather a new hobby. The 
process is simple yet the beauties displayed will 
repay anyone interested in such things. 

Dr. Church, of Ottawa, added samples of his 
walnut carvings which he happened to have 
with him. Dr. Chureh informed me that he 
always carries a few nut shells with him and 
when waiting for a confinement and in other 
unoccupied moments carves away at nutshells 
as a pastime. He has produced some wonderful 
pieces of intricate carving. 

Dr. T. M. Murray, of Calgary, showed a full 
dress uniform of a Sarcee Indian sub-chief. The 
bead work was fascinating and the designs in- 
dicated traditions of the tribe. Bead-working 
is fast becoming a lost art among the Western 
Indians. 

Dr. Wm. Warwick, of Fredericton, N.B., dis- 
played a hand-woven bag which had a special 
appeal to the ladies. The writer looked for but 
eould not find any flaws. The colour combina- 
tion was very harmonious. 

It was the general expression heard on all 
sides that the doctors should develop the ‘‘ Hob- 
bies Exhibit’’ at their annual conventions. Most 
doctors are interested in some occupation as a 


relaxation whether it be painting or the collec-. 


tion of stamps. A modest start has been made— 
will it be continued? 
R. C. RILEY. 





Divisions of the Association 


New Brunswick 


The 62nd annual meeting of the Canadian 
Medical Association, New Brunswick Division, 
was held in Fredericton, July 14th and 15th. 
Dr. Arthur F. VanWart the president, was 
chairman of all sessions. The business sessions 
provided legislation to provide for honorary life 
memberships in the society. 


The Workman’s Compensation Buffer Com- 
mittee reported continued difficulty in arrang- 
ing a satisfactory schedule of fees with the 
Provincial Board. The offer of the Canadian 
Medical Association to earry all doctors on ac- 
tive service as members in the C.M.A. was 
accepted. Part of one business session was 0c- 
eupied in discussion with a committee of the 
New Brunswick Pharmaceutical Society of the 
newer regulations governing the prescription of 
codeine, narcotics, barbiturates and_ sulfa 
drugs. This provided much clearer understand- 
ing of the situation as it affects the druggists 


DIVISIONS OF THE ASSOCIATION 
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and doctors. Immediately after the meeting 
the pharmaceutical society circularized all their 
own members and all registered physicians in 
the province concerning the recent changes in 
procedure. 

The matter of supply of doctors for the armed 
forces was introduced by a letter from Lt.-Col. 
A. A. James, D.M.O., M.D. 

President A. E. Archer of the C.M.A. spoke 
at length on the impending measures to assist 
in the provision of needed doctors for army, 
navy and air force, and introduced the new pro- 
curement and assignment board set up at Ottawa 
and stated that local boards would be set up in 
each Military District. 

Dr. E. A. Petrie, of Saint John, was appointed 
to the executive committee of the New Bruns- 
wick Society of X-Ray Technicians. 

Major Harold Baird won the VanWart Golf 
Trophy competed for each year by the members 
of the society. 

The presence of Dr. A. E. Archer, president 
of the Canadian Medical Association, was much 
appreciated by the doctors of New Brunswick. 
Dr. Archer’s friendly personality and interested 
discussion of local problems and his grasp of 
national issues made his visit something long to 
be remembered. Dr. Archer will always be a 
welcome visitor to New Brunswick. 

The program presented as below was much 
enjoyed. 

Symposium on infantile paralysis— (a) Intro- 
duction; Fredericton epidemie 1941, Dr. G. 
Everett Chalmers; (b) epidemic of 1941, Dr. C. 
W. MeMillan; (c) pathology, Dr. E. Arnold 
Branch; (d) some common lesions involving the 
spinal cord, more particularly those of anterior 
polio-myelitis, Dr. F. H. MacKay, Montreal; 
(e) surgical treatment, Dr. T. B. Acker, Halifax. 

This program was of very great interest. The 
presentation was excellent and the nearness of 
the epidemic, the features of which were re- 
ported by a group of physicians who actually 
handled the cases, held the interest of the audi- 
ence in spite of extreme heat. 

On Tuesday evening the annual dance proved 
that its usual attractions still held good. Dane- 
ing and friendly gossip renewed the youth and 
acquaintances of those attending. 

The second scientific session was convened in 
the Council Chambers, City Hall. Papers were 
read as follows: (1) Technique in Labour, Dr. 
G. M. White; (2) General medical problems in 
air raids, Lt.-Col. A. A. James, D.M.O., M.D. 
No. 7; (3) Emergency surgery in air raids, 
Major W. C. Whiteside, R.C.A.M.C.; (4) Cancer 
of the large bowel, Dr. A. T. Bazin, Montreal. 


The election of officers and committees resulted as 
follows: 

President—Dr. H. E. Britton; First Vice-president— 
Dr. H. S. Everett; Second Vice-president—Dr. P. C. 
LaPorte; Treasurer—Dr. A. L. Donovan; Secretary— 
Dr. A. S. Kirkland. 

Executive Committee—Moncton, Dr. P. MeL. Atkin- 
son; Saint John, Dr. George Skinner; St. Croix, Dr. E. O. 
Thomas; Madawaska, Dr. G. B. Gaudreau; Fredericton, 
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Dr. J. A. Hynes; Woodstock, Dr. F. B. Wishart; 
Campbellton, Dr. George Dumont; Bathurst, Dr. D. A. 
Thompson. 

W.C.B. Buffer Committee—Drs. W. J. Baxter (Chair- 
man), J. R. Nugent and G. M. White. 

Cancer Committee—Drs. J. A. Hynes, H. E. Britton, 
J. M. Barry, A. 8. Kirkland, R. D. Roach and J. H. M. 
Rice. 

Golf Committee—Drs. A. F. VanWart, V. D. David- 
son and W. S. Fitzpatrick. : 

Additional Members C.M.A. Council—Drs. ©. J. 
Veniot, R. W. L. Earle, P. C. Laporte, Geo. F. Skinner, 
J. R. Nugent, G. M. White and H. S. Everett. Alter- 
nates: Drs. R. J. Collins and J. A. Hynes. 

C.M.A. Nominating Committee—Dr. G. M. White. 
Alternate: Dr. H. 8S. Everett. 

C.M.A. Executive Committee—Dr. A. F. VanWart. 
Alternate: Dr. C. J. Veniot. 

C.M.A. Advisory Committee—Dr. A. S. Kirkland 
(Chairman), all members of the Executive Committee. 
This same committee to act as the procurement and 
assignment committee. 

Members of Standing Committees of C.M.A— 
Archives—Dr. J. A. Hynes; By-laws—Dr. J. R. Nugent; 
Economics—Dr. A. F. VanWart; Credentials and Ethics 
—Dr. R. D. Roach; Material Welfare—Dr. G. M. White; 
Medical Education—Dr. J. M. Barry; Nutrition—Dr. 
W. O. MeDonald; Pharmacy—Dr. H. 8. Wright; Post- 
graduate—Dr. Arnold Branch; Public Health—Dr. A. 
M. Clarke; C.M.A. Membership—Dr. George F. Skinner; 
Industrial Medicine—Dr. V. D. Davidson; Council of 
Physicians and Surgeons—Dr. J. R. Nugent, to complete 
term of Dr. W. E. Gray (deceased). 


A, STANLEY KIRKLAND 





Nova Scotia 

The Canadian Medical Association, Nova 
Scotia Division, met in Sydney, N.S., July 8 and 
9, 1942. The days were as fresh and sunny as 
Cape Breton days can be, and the wartime 
session was remarkably well attended, a goodly 
number of service uniforms dotting the meeting 
halls. Whether through midsummer langour, 
the ever-beckoning entertainment of the hosts, 
or a war-born sense of unity, business meetings 
lacked the unproductive, stormy tirades of other 
years. Even the Canadian Medical Association 
foster parent received nothing but accord, both 
for her effort to strengthen the society through 
new methods of enrolling members, and for her 
co-operative work with the services. 

Well founded criticism was turned on the 
Workmen’s Compensation Board for its new 
regulation requiring doctors to submit their 
accounts within three months of the services 
rendered, with a maximum time allowed of four 
months from the date of patient’s injury, when 
services were rendered for more than thirty 
days. Speaking at the annual dinner, Compen- 
sation Board Chairman Frank Rowe explained 
that the law was introduced at the request of 
employers who found it difficult to check back 
on their employees’ disabilities when the time 
elapsed between the accident and accounts ren- 
dered was too great; explained further that a 
law once set in motion was not easily modified. 
Impressed and entertained by Mr. Rowe’s 
masterly presentation, but not mollified, the 
Society moved to take the problem to the Pro- 
vincial Government that permits other creditors 
six years in which to collect. 


Society President J. G. B. Lynch, as chair- 
man of the Committee on Industrial Medicine, 
brought in a comprehensive report recommend- 
ing: (1) Physical examination of all workers 
before and after taking on new employment. (2) 
Supervision of hygiene and working conditions 
in plants. (3) Periodic examination of all 
workers for the diagnosis and control of disease. 
(4) A eanvass of the employment situation in 
conjunction with the Nova Scotia Branch of the 
other C:M.A., the Canadian Manufacturers’ As- 
sociation. 

Dr. P. S. Campbell of the Department of 
Publie Health, found the health situation of the 
province good, considering the wartime condi- 
tions. He reported on public health efforts in 
conjunction with the National Defense forces. 

Dr. C. W. Holland, for the Narcotic Drug 
Committee reported on the inconvenience of 
signing all prescriptions containing even minute 
quantities of narcoties. 


Clinically, the program was excellent. Visit- 
ing the society after an absence of seven years, 
Dr. A. T. Bazin gave the scientific, practical, 
talk on eancer of the bowel that was expected 
of him. Dr. F. H. MacKay discussed most 
interestingly common lesions of the spinal cord, 
from poliomyelitis to prolapsed nucleus pul- 
posus. Dr. R. E. Powell presented the modern 
treatment of venereal disease. Coloured by case 
reports and electrocardiograms, Dr. K. A. Mac- 
Kenzie’s paper on quinidine was of great clini- 
eal value. Surgeon Lieutenant Commander J. 
W. MacLeod, R.C.N.V.R., gave a sound talk on 
the use of the Miller-Abbott tube. Dr. R. O. 
Jones spoke on the treatment of mental de- 
pressions by shock therapy with which he is 
attaining remarkably good results. Dr. Eric 
MacDonald gave a studied presentation of ap- 
pendiceal peritonitis, The relationship of the 
Department of Health to the general practi- 
tioner was the subject of a practical talk by 
Dr. C. J. W. Beckwith. 


Having peered, seriously and soundly into 
the future of the Canadian medical profession, 
in his presidential address, Dr. Lynch gave up 
his chair to incoming president Dr. Alan Curry 
who conducted proceedings from there on in his 
customary easy manner. Dr. John Wickwire 
was elected vice-president, Drs. H. G. Grant, 
and W. L. Muir continuing as secretary and 
treasurer, respectively. 


Honoured guest of the gathering was Dr. A. 
KE. Archer, president of the Canadian Medical 
Association who spoke on the work of the As- 


sociation with the Department of National 
Defense. — 


Entertainment was Cape Bretonian, ranging 
from formal teas to the more typical lobster 
boil. Dr. Lou Morton proved himself master 
of the sprint in retaining the golf trophy over 
nine fast holes of the Lingan course. Pleasure 


crowded on the heels of business and the 
meeting ended. 
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Correspondence 


Extra Sugar for Patients 
To the General Secretary: 


We are having some difficulty with regard to 
the rationing of sugar in connection with re- 
quests by members of the medical profession 
for extra sugar supplies for patients. 

Before dealing with the subject at all, we 


wrote to the Department of Pensions and Na- — 


tional Health as to the validity of such certifi- 
cates and we were informed that laboratory 
tests would be necessary to determine the need 
for extra sugar and that, in any case, there are 
many substitutes which could be prescribed in 
place of sugar. . 

We have adopted the attitude that, if a medi- 
eal practitioner will write a certificate giving 
the name of the patient, the complaint from 
which he or she is suffering, the number in the 
family and the amount of sugar required in 
excess of the normal ration of 144 pound per 
week, we would grant a special permit to enable 
the patient to purchase this extra supply, but 


we asked that they should make a new applica-. 


tion at the end ot each month. Unfortunately, 
we are finding that an extra fee is being charged 
by the medical practitioner each month at the 
time of issuing a medical certificate and we 
are very anxious to see that extra sugar sup- 
plies are not made available unless absolutely 
necessary. 

Would it be possible to secure your co-opera- 
tion by bringing before your members the pos- 
sibility of substituting some unrationed com- 
modity which would take the place of sugar 
in medical prescriptions so that we could avoid 
both the necessity of depleting our sugar sup- 
plies and the necessity of these patients making 
a monthly visit to their medical advisers in 
order to obtain a certificate? 

We would greatly appreciate any co-operation 
you can give us in connection with the above. 


Yours very truly, 


GEo. SHORTT, 
Director, Industrial and 
Institutional Rationing, 
The War Time Prices and Trade Board. 
Ration Section, 
69 Rideau Street, 
Ottawa, August 11, 1942. 





Barbiturates in Obstetrics 
To the Editor: 
Is sodium seconal (Lilly) a safe barbiturate 
to use in obstetrics, and if so, in what dosage? 


. Yours truly, 
Fort MeMurray, Alta., Harry Matas. 


July 1, 1942. 


ANSWER — 

Many barbiturates have been used for sedation in 
obstetrics. For some time nembutal was the popular 
drug. If one is accustomed to using nembutal for 
obstetrics one can use seconal in the same dosage. 





The only difference between nembutal and seconal is 
that seconal in about three grain doses gives approxi- 
mately 6 to 8 hours’ sleep without after depression. 

In the past. few years there has been a wave of 
opposition to the use of barbiturates such as nembutal 
and seconal in obstetrics. The reasons being, first, 
that the baby did not breathe as readily after birth, 
and secondly, pain sensation is not decreased so that 
occasionally during labour pains the patient will be 
extremely restless and unco-operative. 





Removal of Tonsils 
To the Editor: 


I am just completing the examination of 
school children of this municipality and I find 
quite an incidence of enlarged tonsils associ- 
ated with enlarged lymph glands of the neck. 
Some of these cases give a history of sore 
throats, but some do not. I am just wondering 
whether I should remove such tonsils or not? 
Your opinion will be highly appreciated. 

From the little experience that I have had in 
this line I am gradually becoming of the opinion 
that tonsils are a great deal like appendices; 
timely removal of them if well done will seldom 
do harm and very often it will do good. 


Yours truly, 


Cartwright, Man., FRANK SEDZIAK. 


June 20, 1942. 


ANSWER 


Enlarged tonsils and enlarged cervical glands are 
of themselves not sufficient justification for removal 
of tonsils. An investigation was made of a large 
group of children from the Kentucky mountains by 
Stuckey and it was found that the enlarged tonsils 
and enlarged cervical glands were due to dietary and 
vitamin insufficiency. 

It is suggested that only the tonsils be removed in 
which there is a definite history of sore throats or 
ear trouble or where there is evidence of definite 
infection. For the others, it is recommended that 
their diet be investigated. An increase in their vita- 
min intake with a few dietary changes may be 
sufficient. 





Impressions from a Field Ambulance 


[Dr. Frazer B. Gurd, of Montreal, has kindly per- 
mitted us to quote the following comments from a letter 
written to him by his son, Captain Frazer Gurd, at 
present on active service with a Canadian Field Am- 
bulance in England.—EbpIiror. } 

= . I had quite a chat with Dave Mac- 
Kenzie* who has been up with Trueta for a 
month or so within the last six months. I was 
asking lots of questions He said several things 
which rather tickled me. 

The main point he made about Trueta was 
this. That his main source of kudos here is 
due to the intense excitement among British 
ex-civilian surgeons on making the remarkable 
discovery that wounds do better if you don’t 
sew them up. As David said, ‘‘That’s no more 
news to me than it is to you’’. 

Secondly, that if you’re going to tell a lot 
of people who don’t know how to pack a wound, 
to pack it, your gross end-results will be better 


* Son of Dr. David W. MacKenzie, Montreal. 
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if you tell them to pack lightly. Again, there 
is such a variety of meshes in packing materials, 
and so many grasses and wisps and things fly- 
ing around, that curtain drainage is not always 
effected with tight packing. And to many tight 
‘*packing’’ is a cork. So that it is found safer, 
in the main, to advise loose packs, or curtains 
of tulle gras, in some type of oily or lanolin 
grease—provided that incision and excision have 
been adequately achieved. 

The final tip is that the plaster must be ab- 
sorbent. Ordinary plaster will carry away 
secretions without needing much of a dressing 
on the wound. Cellona and such will not, which 
I didn’t know. 

On the subject of shock, David had little to 
report, because there isn’t any. That is what 
Jim and Rocke told me. The accidents are 
confined to Category A soldiers pretty much. 
This group are by and large so tough from 
battle drill that they are either so badly hurt 
they don’t live to reach hospital, or they scarce- 
ly bat an eye. Shock that can be measured is 
so scarce that it is hard to investigate at all. 
David gave some of the credit to good first aid, 
which was nice of him. These remarks are not 
to be interpreted as meaning that shock won’t 
be a very big problem. 

Finally, he said that he had used the trans- 
verse incision ever since Dr. Whipple converted 
him to it, quoting you... .”’ 


Special Correspondence 
The London Letter 


(From our own correspondent) 


The plan.—The draft interim report of the 
medical planning commission set up by the 
British Medical Association with the co-opera- 
tion of the Royal Colleges and the Royal Scot- 
tish Corporations is the main topic for this 
month. The report is bold, constructive and 
extremely fair in its presentation of different 
points of view. 

The main emphasis lies in the proposed 
‘“health centres’’—places where a team of prac- 
titioners will work co-operatively with all the 
ancillary aid that modern science can devise— 
and the establishment of a central health 
authority to administer the whole scheme, which 
embraces hospital services and all other services 
dealing with health matters. The report is 
against a full-time State service but it believes 
that an extension of the present insurance sys- 
tem will provide ‘‘team work, correlation and 
co-ordination, easier opportunities for regular 
postgraduate study, pension schemes, and free- 
dom from financial worry’’. 

The report is now open for discussion and the 
above is but a brief summary of the outstand- 
ing points. So far the comments on it have 
been varied, judging by what has appeared in 


print and what is said when medical men gather 
together. The popular press picked on the 
sentence ‘‘The days when a doctor armed only 
with his stethoscope and his drugs could offer 
a fairly complete medical service are gone’’ and 
headlined—‘‘ Doctors Denounce Stethoscope”’ or 
words to that effect. The ‘‘whole-hoggers’’ feel 
that the suggestions do not go far enough and 
the ‘‘stay-putters’’ state with emphasis that the 
proposals represent the end of everything that 
is good in British medicine. 

Between these two extremes the bulk of the 
profession is studying the details and especially 
considering the searching list of questions posed 


at the end. And it must be remembered that 


large numbers of practitioners with the services 
have had as yet no chance to see, far less to 
offer their comments, upon the plan as a whole 
or in detail. It does not differ in certain 
ways from the Dawson report of over twenty 
years ago, but, as The Lancet wisely points out, 
if the plan is the same (as regards health 
centres) the planners have changed—and it may 
be added, their opportunities are greater. Free 
choice of doctor is going to be one matter around 
which controversy will rage, but, however desir- 
able it sounds in theory, there are thousands of 
patients who never exercise a choice today and 
at hospitals, for example, pin their faith on the 
reputation of the group rather than the merits 
of an individual. Such a collective faith should 
be possible for them at a health centre. 

Another major point concerns central admin- 
istration and indeed probably this is the first 
matter to settle. Meanwhile the report suggests 
that without waiting for this, certain consultant, 
specialist and laboratory services could be made 
available as part of an extended National Health 
Insuranee Service, This indicates the possi- 
bility of an interim period before major changes, 
and during this time certain experiments can be 
made. 

The plan is on the table and the profession 
owes a debt of gratitude to its framers. 


Medicine and coal. Industrial health is one 
subject upon which the planning commission 
offers no detailed proposals at this stage. This 
is partly because of the enormous developments 
afforded by the wartime industrial drive. One 
industry in which there is chance for medical 
activity is coal-mining. 

The official plans for reorganizing of this 
industry include a ‘‘Mines’ Medical Service’’, 
with the appointment in each of the regions of 
the country into which the coal industry will 
be divided of one full-time medical administra- 
tive officer to control, co-ordinate and, where 
need arises, supplement the facilities available 
for the medical treatment of miners. It is in 


the medical field at one big colliery district that 
rehabilitation of the injured workmen has been 
and is being so finely developed, and the other 
big problem for the new mines’ medical service 
is chronic pulmonary disease. Here it will have 
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much assistance from a recent Medical Research 
Council’s report. This is concerned with a com- 
prehensive investigation into chronic lung 
troubles in South Wales coal mines. It became 
apparent that silicosis was not the whole story, 
and indeed, the term ‘‘pneumokoniosis of coal 
workers’’ is suggested as preferable for all pul- 
monary conditions due to dust, and a well- 
thought out x-ray standard for compensation is 
described. 

Careful medical selection and periodical ex- 
amination of miners is a job for the new medi- 
eal service which will have to overcome much 
opposition before all sides appreciate what hetp 
in industry the specially trained medical officer 
can give. 

Psychology and the services.—It has been an- 
nounced that intelligence and aptitude tests are 
to be used in the future for determining at a 
very early stage of training whether a recruit 
to the Army should be posted to a particular 
branch. It is an all too common gibe that in 
the Army the higher ranks are not over-filled 
with intelligence, and a certain medical officer 
was threatened with a court-martial for defining 
shock as ‘‘the opposite of generals—dead from 
neck down’’. 

But the Adjutant General’s announcement on 
careful allocation of recruits to the most suit- 
able branch is a big reform which will do much 
to meet criticisms. A man will be given a pre- 
liminary general training and then tests will be 
applied. The results of these together with the 
results of interviews, civilian qualifications and 
reports on progress will be taken into account 
before the recruit is drafted into a certain 
category. It is well recognized that the selec- 
tion tests of the R.A.F. have accomplished much 
in getting the right man in the right job. 

It is not clear in regard to the new reforms 
how much part the medical profession is going 
to take. Clearly the regimental medical officer 
could contribute much of value and it is all 
good for the future of medicine and industry 
if the idea of aptitude tests gets a firm hold in 
the minds of the men concerned and their medi- 
cal advisers, present and future. 


ALAN MONCRIEFF. 
London, July, 1942. 


A GREEK IDEAL 


From the murmur and subtlety of suspicion 
With which we vex one another, 
Give us rest. 
Make a new beginning, 

And mingle again the kindred of the nations in 
The alehemy of Love, 

And with some finer essence of forbearance 
Temper our mind. 


—Aristophanes (400 B.C.) 
(Written during the Peloponnesian War). 








PMiscellanp 


A New Vaporizing Machine 


Sand was specially imported from Libya for 
experiments on a new portable vaporizing 
machine for administering anesthetics and arti- 
ficial respiration on the battlefield and in air 
raids. One thousand of the machines are to be 
mass-produced in one of Britain’s largest motor 


. ear factories. 


The size and shape of a portable gramophone, 
each of them weighs only 30 lb. and they will 
replace the cumbersome gas cylinders at present 
used. The Libyan sand was used to test re- 
sistance to penetration in sandstorms. The 
machines are also completely vermin-proof. 

In hot climates, where anesthetics evaporate 
very rapidly, one can never be sure, with the 
usual methods, how much the patient has ab- 
sorbed. The portable machine provides com- 
plete control of dosage; moreover, it enables 
one anesthetist to take part in several opera- 
tions. 


The first 200 of the new machines will go to 
Britain’s R.A.F., after which the fighting serv- 
ices and the civil defence organizations will each 
have their allocation. 


Facts from British Air Ministry 





Rose Spray as Protection against Typhus 


At a cost of only one-halfpenny a week peo- 
ple can keep their heads free from lice by using 
a specially prepared dressing. 


Especially valuable at a time when the deadly 
typhus germ, carried by the body louse, is 
advancing steadily across Nazi Europe, the new 
treatment is the work of two London entomo- 
logists, Professor P. A. Buxton and Dr. J. R. 
Busvine, of the London School of Hygiene and 
Tropical Medicine. 


Prepared either as a brilliantine or a cream, 
and given an attractive scent, it is rubbed with 
the fingers into the roots of the hair. A single 
application will remain effective from seven to 
ten days. The substances used are either derris, 
a spray well-known to rose-growers, lauryl thio- 
cyanate or lethane 384 special. 


The new preparation, one ton of which will 
treat 1,000,000 people, is expected to be made 
available to the general public by pharmaceuti- 
eal manufacturers and also by local medical 
authorities, factories, schools, and so on, in their 
welfare and clinical work. 

Women, whose longer hair makes them more 
liable to infection than men, will be grateful 
for the discovery, for previously they have had 
to endure a two-hour soaking of the head in 
paraffin, followed by a shampoo. 


Facts from the London School of Hygiene 
and Tropical Medicine 
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Bringing Europe Back to Life 


[The following special article has been contributed 
by the Industrial Publicity Unit of London, England. 
The nutritional aspect of reconstruction is not only 
extremely important but will be seen to present peculiar 
difficulties.— EDITOR. } 


Today almost the whole of continental Europe 
is subject to a blockade which will not be 
lifted till the Nazi power in Germany has been 
completely broken. This blockade is not only, 
or even mainly, directed to the denial of food- 
stuffs to the enemy. Europe is not, even in 
normal times, wholly self-supporting in food 
and, since production in war-time is more in- 
calculable than in peace, there remains the 
probability of grave—if only local—shortages 
arising at or before the end of the war. 

The blockaded area now includes the whole 
of Europe with the exception of Switzerland 
and the Iberian peninsula. Spain is in a pre- 
earious food position, The Scandinavian coun- 
tries and Holland have become potential candi- 
dates for relief instead of sources of supplies. 
Greece, Norway and Belgium, three countries 
which in peace-time are importers of bulk 
foodstuffs and in the last war received at least 
minimum supplies from overseas, are now en- 
tirely dependent on German-controlled economy. 

Estimates of the post-war needs of food and 
raw materials of Europe are now being pre- 
pared by the Allies. The technical problems of 
agricultural relief, medical relief, nutrition, in- 
land transport and of supplies and shipping 
are under consideration. The aim is that, by 
the time Europe or any part of it is free, a 
comprehensive plan of dealing with the emer- 
gencies that will arise shall be agreed by all 
the Allied Governments. There is no suggestion 
of taking arbitrary action on statistics prepared 
beforehand, but of developing plans of a flexible 
character to meet the situation which is likely 
to arise. The supply of foodstuffs will depend, 
perhaps, more on the course of the war outside 
Europe and the possibility of placing stocks in 
positions where they can be drawn on at short 
notice. 


BRITAIN WILL GO SHARES WITH EUROPE 


Reconstruction must synchronize with relief. 
It is important that, so far as possible, relief 
should be initiated on sound dietary lines so as 
to make this foundation the basis for an all- 
round improvement in European nutrition in 
the years to come. <A well fed Europe will be 
a peaceful Europe. This result will not depend 
merely on a realization of the need for improve- 
ment or in dietary education. It depends, not 
only for the industrial workers but to some 
extent also for the rural population, on such 
an increase in spending power as will permit 
the purchase of something more than the 
cheapest types of bulk foodstuffs. 

Relief is both a political and an economic 
concern since adequate feeding, the prevention 


of epidemics, the return of people to their 
homes, the re-stocking of farms and the pro- 
vision of productive employment are indis- 
pensable foundations for a_ stable political 
regimen in Europe. 

The state of Europe after this war may be 
so critical as to prompt the people of the better- 
off countries willingly to forgo for some months 
the freedom of purchase which they enjoyed 
before the war and to demand a continuance of 
rationing of at least some of the vital food 
supplies. The contribution of the United King- 
dom can be as effective in refraining from 
consumption as by donating supplies. We have 
been told that stocks of food will be in Britain 
at the end of the war and quantities of food 
will be on their way there, as they have been, 
thanks to the Allied Navies, so regularly 
threughout this war. May we not expect to find 
repeated the generous action which, on the day 
the last Armistice was signed, prompted the 
Governments to divert cargoes of food to 
northern and southern Europe to meet acute 
feeding difficulties and to transfer immediately 
consumable war stocks to black areas on the 
Continent ? 


EvuROPE’s HARVEST WILL DEPEND ON AMERICA’S 
New SHIPS 


Europe will need raw materials as well as 
food at a very early point after the end of the 
war: cotton and wool for clothing, hides and 
leather for boots, copper for electrical power 
and light and timber for rebuilding the houses 
in the devastated areas. Shipping therefore 
cannot at the end of the war be devoted solely 
to the carriage of foodstuffs but must also bring 
essential raw materials so that men can get 
back to work once more and make good the de- 
ficiencies of food, wearing apparel and dwell- 
ings. The construction of refrigerated tonnage 
will become an urgent problem to enable im- 
ports of meat, butter and fruit to be resumed 
as rapidly as possible. Europe will be expect- 
ing supplies of coffee, cocoa, rice and tropical 
fruits. Coffee has become a necessity on the 
Continent. The Germans’ effort to find a satis- 
factory brown, wet and hot substitute from 
acorns and barley, or anything else which when 
roasted will give the right degree of colour, is 
proof of this. We in Great Britain consume 
as much cocoa as the whole of the rest of 
Europe. <A surplus of cocoa is piling up in 
West Africa and after the war, when shipping 
is available, Britain and the Continent will have 
cocoa in plenty. Rice is a Far Eastern staple 
article of diet and the provision of European 
needs will be affected if the Far Eastern war 
finishes after the European war. Oilseeds and 
copra which go into the making of margarine 
will also not be easy to import from the Far 
East while the Japanese war continues. We 


may therefore expect to see an increased pro- 
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duction of African palm products. The Con- 
tinent will need these vegetable fats. 

Feeding stuffs are necessary to build up the 
livestock population and maize is one of the 
most important of them. There are large sup- 
plies but maize is bulky to ship and ships may 


be scarce. The hope of increasing European 
supplies of maize and of oil cake, so important 
to the dairy industry in countries such as Den- 
mark and Holland, rests on the development of 
the vast shipping program which the United 
States has in hand. Fertilizers are of course 
essential to increased production of food in 
Europe. There will be a large demand in 
Europe after the war for potash and phosphates 
provided before the war by France. Nitrogen- 
ous manures will not, with the change over of 
European industry from war to peace, be a 
problem. 


EacH CouNtTRY TO BE RATIONED FOR First 
YEAR OF PEACE 


One of the subsidiary aims of relief in 1919 
was the firm establishment of a number of new 
or reconstructed national States. It seems un- 
likely that this motive will play an important 
part in the future. The movement in Central 
and South Eastern Europe is towards regional 
agreements, of which the first have been the 
Polish-Czech and the Greek-Yugoslav agree- 
ments. The possibility of wider understanding 
is being discussed today by Allied statesmen. 
The exact form which such agreements may take 
or the areas which they will ultimately cover is 
unknown, but the mere existence of larger 
economic units will considerably simplify the 
problems of relief. Many difficulties bearing 
on questions of transport, currency and the 
balancing of surplus and deficiency areas will 
be greatly relieved, as will certain minority and 
potential refugee problems. 

There can probably be no immediate rever- 
sion at the end of the war to a free economy, 
and the Allied nations will need to plan a policy 
to take the place of the Nazi New Order in 
Europe. If this seems to be far from the sphere 
of post-war feeding in Europe, and of relief, 
it must be remembered that, for the first year 
after the war, or perhaps longer, it will be for 
the Inter-Allied relief authorities to decide the 
quantities not only of foodstuffs but of raw 
materials, agricultural requirements and capital 
goods entering each country. 

Political planning on a regional scale should 
be accompanied by economic planning. In- 
dustrially it should be possible to aim at pre- 
serving and extending those branches of manu- 
facture which are adapted to each region’s 
natural resources, including labour resources, 
its home consumption or payment for its neces- 
sary imports. Agriculturally a similar plan 
might be followed with the special aim of 
raising the nutritional standards in Europe. 
The object of a relief organization, when it 
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has completed the work it has been set up to 
do, is to give fuller opportunities for recon- 
structive effort. If the Allied relief organiza- 
tion whose planning has now begun can, in its 
fuller international development, not only pre- 
vent the immediate suffering of the after-war 
years but leave a foundation on which the 
constructive agents can build, its main purpose 
will have been fulfilled. 


Abstracts from Current Literature 


Medicine 


Contribution a la cholécystographie, Gendreau, 
J. E. et Allaire, J. N.: Union. Méd. Can., 
1941, 70: 1052. 


La ‘‘dyskinésie biliaire’’ est un ensemble de 
désordres de la motilité dans les voies biliaires, 
dérangements purement fonctionnels sans lésions 
anatomiques correspondantes. Quelles que 
soient les formes ou les causes de la dyskinésie 
biliaire, les troubles qui en résultent sont de 
nature 4 cacher dans 1’examen radiologique leur 
état fonctionnel de base. Afin de les éviter, les 
auteurs ont pensé 4 utiliser la trasentine en 
cholécystographie. 

La trasentine est un antispasmodique de choix 
pour le tractus digestif. Son action muscula- 
tropique et neurotropique est particuliérement 
efficace sur la vésicule biliaire qui, au cours de 
l’examen radiologique, est souvent frappée de 
dyskinésie. 

L’action favorable qui. en est résultée peut 
étre ainsi résumée: (a) aide efficace 4 ]’absorp- 
tion du tétraiode; (b) disparition ou diminu- 
tion de l’aérocolie; (c) relachement et dilatation 
de la vésicule biliaire sans provoquer de paraly- 
sie, ni méme de parésie. 

Les auteurs font remarquer que le but direct 
et immédiat de la cholécystographie n’est pas de 
révéler des symptémes de malaises ou de 
dyskinésie diminués ou abolis par l’emploi de la 
trasentine, mais d’objectiver la fonction de 
l’organe, épreuve qui permettra, par la suite, 
de tirer, par interprétation, des déductions pas- 
sablement exactes de son état sain ou patho- 
logique. 

La révélation de 1l’intégrité fonctionnelle, 
comme |’affirmation d’un état pathologique sont 
fonctions de la technique de ]’examen et d’une 
bonne interprétation des clichés. 

Quelle que soit la signification que 1’on ac- 
corde & l’opacification suffisante, 4 1’opacifica- 
tion homogéne ou 4 la non-opacification, le clini- 
cien ne doit pas se laisser désorienter dans 
l’élaboration de son diagnostic si le cholécysto- 
gramme contredit en apparence les symptoémes 
et les signes cliniques qu’il a relevés. Avec les 


données et le document précis dont il dispose, 


il établira une échelle des valeurs dont il tirera 
PIERRE SMITH 


des conséquences immédiates. 
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The Clinical Manifestations and Diagnosis of 
Chronic Brucellosis. Manchester, R. C.: Ann. 
Int. Med., 1942, 16: 950. 


The author points out that brucellosis should 
be recognized as a chronic systemic infection 
capable of persisting through many years of a 
patient’s life. Constant reinfection may have 
been a factor in the series reported, since ex- 
posure had continued unchecked in most cases. 

The clinical manifestations were variable. 
Nevertheless, various combinations of protracted 
fever, chronic fatigue, and nervousness, re- 
current ‘‘grippe-like’’ attacks characteristically 
prolonged convalescence, headache, palpitation, 
gastro-intestinal complaints, joint pains and 
myalgias should suggest chronic brucellosis. 
Cases representative of the clinical combinations 
most frequently encountered by the author are 
presented. 


It is suggested that coronary artery disease 
may be caused by chronic brucella infection. 
The temporal arteritis which occurred in one 
ease indicates that the underlying pathology 
may be an arteritis of the coronary arteries. 
These observations require confirmation by the 
study of additional patients in areas where 
brucellosis is endemic. 


Joint manifestations consisted of arthralgias, 
pain and stiffness in the involved joints, and, 
frequently, moderate swelling. No redness was 
observed. A characteristic feature was the 
absence of residual deformity or permanent im- 
pairment of function. No relationship was 
found between brucellosis and rheumatoid 
arthritis. .A normal sedimentation rate is of 
value in differentiating active phases of rheu- 
matoid arthritis from brucellosis. 

In this series the intradermal test was a re- 
liable index of brucella infection. Only one 
case with a negative skin test presented a clini- 
eal picture compatible with brucellosis. 


It is to be emphasized that neither the skin 
test nor the severity of the local or general 
reaction, according to the author, gives any 
reliable information as to whether the infection 
is active or latent. S. R. TOWNSEND 


Sudden Compression Injuries of the Abdomen 
at Sea. Breden, N. P., d’Abreu, A. L. and 
King, D. P.: Brit. M. J., 1942, 1: 144. 


In contrast to the growing literature on lung 
injuries following exposure to atmospheric pres- 
sure waves from high explosives, there have 
been few reports on the effects of sudden com- 
pression of the abdomen. The present authors 


report that sudden compression waves produced 


by torpedo and depth-charge explosions in ten 
patients showed their chief effects in the ab- 
domen and caused subperitoneal and_ sub- 
mucous hemorrhages and lacerations of the 
intestine. There was clinical evidence of sub- 
mucous hemorrhages, shown by hematemesis 
and melena, in ten patients. 


Seven patients recovered completely without 
operation; two others recovered after drainage 
of a pelvic abscess in one and after drainage of 
a subphrenie abscess and an empyema in the 
other; one patient died after an operation for 
a tear of the small intestine; the post-mortem 
results are described in detail. In addition to 
the abdominal injuries, blast effects in the lung 
were seen. In none of the other nine patients 
were there symptoms or signs of severe blast 
lung injury, apart from a little hemoptysis in 
one. 

The immediate symptoms after sudden com- 
pression were not severe. The presenting symp- 
toms were vomiting with blood in the vomit, 
diarrhea with melena, and considerable testi- 
cular pain in four eases, The last-mentioned 
symptom was probably due to a direct compres- 
sion effect. Abdominal tenderness and slight 
rigidity were present for several days in the 
nine surviving patients. There was no external 
bruising in any patient. 

The results justify the adoption of a con- 
servative management of such patients, espe- 
cially if seen after twenty-four hours. In 
neither of the two abscess cases were there 
positive indications demanding immediate 
laparotomy.—Brit. M. Information Service. 


Surgery 


The Inadequacy of Simple Mastectomy in Oper- 
able Cancer of the Breast. Bransfield, J. W. 
and Castigliano, S. G.: Am. J. Roentgenol., 
1942, 47: 748. 

This excellent article covers the history of 
breast surgery from 1801 to the present, show- 
ing that simple mastectomy proved to be so 
inadequate that the well known Paget, when 
asked to give his opinion on the curability of 
eancer of the breast by operative removal of the 
organ, answered: ‘‘I will not say that such a 
thing is impossible but it is so highly improb- 
able that a hope of a cure occurring in any 
single case cannot be reasonably entertained’’. 

The radical operation was conceived in 1894 
by Halstead, with the great increase in the 
salvage rate. The authors quote the report of 
the British Ministry of Health, Number 34, and 
also figures produced by Pack and Livingston, 
Herrington and others which prove the value 
of radical excision of the breast in operable 
eases. They refute the argument that very 
early cases can be successfully treated by. simple 
mastectomy by figures which show that in as 
high as 50% of early cases the surgeon cannot 
be sure that the lesion has not extended to the 
lymph nodes. They show that irradiation, 


either interstitially or by x-ray alone, does not 
approach in efficiency the results obtained by 
radical mastectomy but they do advocate the 
use of postoperative irradiation. This paper is 
an excellent argument against the use of simple 
mastectomy with irradiation in see Rm 

. C. BURR 


eancer. 
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Cardiospasm. ““Gardiospasme’”’, 
‘Ann. Surg., 1942, 115: 215. 


Le cardiospasme est souvent confondu avec les 
termes de dilatation diffuse, dilatation idio- 
pathique, méga-cesophage, achalasie du cardia, 
phrénospasme ou phréno-esophagospasme. Il 
se manifeste par l’obstruction esophagienne, des 
douleurs, de la dysphagie et des régurgitations. 
Il affecte les enfants et les adultes. 

L’étiologie du cardiospasme est encore ob- 
scure. Il semble di 4 un non fonctionnement 
neuro-musculaire par modifications patholo- 
giques du vague et surtout du plexus d’Auer- 
bach. L’auteur croit ces changements de nature 
inflammatoire ou résultant de troubles de la 
nutrition ou d’avitaminose. 

Le traitement s’inspirera de l’urgence et de 
la sécurité. Un soulagement peut étre obtenu 
par le passage d’un tube ou d’une bougie. En 
eas d’échec, l’opération est recommandée. 

Les procédés les plus souvent employées sont : 
la libération du cardia et de l’esophage in- 
férieur avee dilatation instrumentale combinée; 
la gastrotomie et dilatation; 1’esophagogastro- 
stomie transpéritonéale; la sympathectomie par 
résection artérielle ou par résection bilatérale 
du troe et des ganglions cervico-thoraciques. 

L’auteurs croit 4 une lésion nerveuse de fibres 
de l’esophage qui modifie le calibre du cardia, 
constituant un trouble du mécanisme neuro- 
musculaire responsable du cardiospasme. 

PIERRE SMITH 


Eggers, C.: 


Fractures of the Forearm. Murphy, A. L.: 
Surg., Gyn. & Obst., 1942, 74: 935. 


Murphy shows a moulded plaster of Paris 
spiral, beginning at the hypothenar eminance 
passing over the palm and into the first inter- 
metacarpal space to the dorsum of the forearm 
and from thence to end on the volar-medial sur- 
face of the forearm close to the medial epicon- 
dyle with ulnar deviation, 25 degrees flexion at 
the wrist: the whole bandaged with a gauze 
bandage. He claims earlier restoration of func- 
tion with no possibility of circulatory impair- 
ment from the plaster of Paris, in the treatment 
of Colles. He uses a similar plaster with a 
variation for Bennett’s fracture. Kirschner 
wires with turnbuckles have been used in treat- 
ment of malunited, closed fractures of both 
bones of the forearm. F. 8. DORRANCE 


Obstetrics and Gynecology 


Puerperal Infection Associated with Hemolytic 
Streptococci other than Lancefield’s Group 
‘‘A’’. Ramsay, A. M. and Gillespie, M.: J. 
Obst. & Gyn. of the Brit. Emp., 1941, 48: 
569. 


Three fatal cases of puerperal infection in 
which the cause of death was subacute endo- 
carditis due, in two cases, to Lancefield’s group 
B and in one to group G hemolytic streptococ- 
cus, are described. The clinical course and post- 
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mortem findings in these patients are compared 
with those of 6 similar cases reported in the 
literature. 

An analysis has been made of 48 cases of in- 
fections due to hemolytic streptococci of groups 
other than Lancefield’s group A, admitted to a 
puerperal sepsis unit during the 4 years, 1937 
to 1940. Although streptococcal infection was 
much less common after abortion than full-time 
delivery, streptococci of groups other than A 
were isolated from a much higher proportion of 
post-abortum than of post-partum streptococcal 
infections, viz., 43.1% compared with 9.3%. 

Puerperal infection with streptococci other 
than group A is usually mild and does not dif- 
fer much from mild group A streptococcal in- 
fection which forms a high proportion of the 
streptococcal puerperal infections — to 
this unit. P. J. KEARNS 


The Posterior Pituitary Factor in Toxemias of 
Pregnancy. Mukherjee, C.: J. Obst. & Gyn. 
of the Brit. Emp., 1941, 48: 586. 


Anatomical and experimental observations re- 
lating to functional hyperactivity of the pos- 
terior pituitary in the etiology of pregnancy 
toxemia are recorded. Experimental observa- 
tions with blood ultrafiltrates of 50 unselected 
cases of toxemia of pregnancy are related with 
respect to their melanophorie, antidiuretic, and 
vaso-pressor responses in animals. 

The results of biochemical investigations car- 
ried out with a view to determine calcium and 
inorganic phosphate content and the carbon 
dioxide combining power of the blood are men- 
tioned. 

Experimental and biochemical investigations 
conducted suggested a functional hyperactivity 
of the pasterior lobe of the pituitary body in 
toxemie states associated with pregnancy. The 
effect of standard posterior pituitary extract 
and sterilized ultrafiltrate was studied on a 
small series of human experiments on normal 
and toxemic patients. 

The theory of hyperactivation of the neuro- 
hypophysis in toxemias of pregnancy is sup- 
ported and the possibility of hypersusceptibility 
of the toxemia patients to the posterior pitui- 
tary autacoid is suggested. P. J. KEARNS 


Intravenous Administration of Basergen (Ergo- 
novine) During the Third Stage of Labour. 
Roberts, P. C.: Am. J. Obst. & Gyn., 1942, 
43: 849. 


From the study of a series of 400 patients 
with a control series of 200 cases where no at- 
tempt was made to expedite the separation of 
the placenta, the author concludes (1) the intra- 
venous use of basergen (ergonovine, ergo- 
metrine) at the end of the second stage of 
labour shortens the duration of the third stage; 
(2) with the exception of about 1.5% of the 
patients treated, this procedure does not bring 
about any appreciable decrease in the volume 
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of blood loss in the third stage; (3) contraction 
of the lower uterine segment necessitating 
manual extraction of the placenta is definitely 
increased after intravenous basergen admin- 


istered at the end . the seeond stage. 
Ross MITCHELL 


Pediatrics 


Sulfapyridine in Ophthalmia Neonatorum. 
Sorsby, A., Hoffa, E. L. and Smellie, E. W.: 
Brit. M. J., 1942, 2: 323. 


The view, as expressed in recent literature, 
that the sulfonamides have revolutionized the 
treatment of ophthalmia neonatorum has been 
further corroborated by the authors. It would 
appear that oral administration gives distinctly 
better results than sulfonamides locally. The 
therapeutic effect of sulfapyridine is not con- 
fined to ophthalmia neonatorum of gonococcal 
origin, but is an effective agent against other 
organisms, as demonstrated in a series of 273 
cases. 

Management consisted of hospitalization with 
3-hourly irrigations, using 0.5% saline solution 
for the first day when the discharge was pro- 
fuse. After irrigations medicinal paraffin was 
instilled as a precaution against sticking of the 
lids. One per cent atropine was instilled three 
times daily in cases with corneal haze or ulcera- 
tion. An initial dose of sulfapyridine of 0.25 
grm. (3.85 gr.) was given, followed by doses 
of 0.125 grm. (1.96 gr.) every four hours day 
and night. A clinical cure could be effected 
from 6 to 8 days. No complications of any con- 
sequence were seen. K. L. MCALPINE 


The Pathogenesis of Chorea. Buchanan, D.N., 
Walker, A. E. and Case, T. J.: J. Pxd., 1942, 
20: 555. 


The authors suggest that the cerebral cortex 
is the level at which the movements of chorea 
originate. These abnormal movements occur 
only when the motor cortex is hyperexcitable, 
congenitally or because of toxic or infectious 
lesions in physiologic ares or circuits, which 
normally modulate the activity of the cerebral 
cortex. The réle played by the congenital and 
acquired factors probably varies greatly from 
ease to case. Individual differences in the ex- 
citability of the cortex exist as shown by changes 
in the electroencephalogram. It has been sug- 
gested that the individuals with cerebral dys- 
rhythmias are potentia) choreas, and that if they 
developed an exciting factor, choreiform move- 
ments might occur. J. USHER 


Oto-Rhino-Laryngology 


Speech Therapy for Certain Vocal Disorders. 
Babcock, M.: J. Laryngol. & Otol., 1942, 57: 
101. 


Speech defects may be due to: (1) Aphonia 


and dysphonia from organic or functional 
changes in the larynx. 


(2) Voeal defects due 
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to changes in the accessory vocal organs. (3) 
Alteration of voice due to deafness. The speech 
therapist can assist in the treatment of all these. 

-n postoperative aphonias and dysphonias 
with considerable destruction of a voeal cord an 
attempt is made to produce relaxed speech, 
avoiding the use of false words. Begin by dis- 
tracting the patient’s attention by some ma- 
neuvre while getting a cough, then gradually 
work up to words and phrases. Complete laryn- 
gectomy requires either instruction in the use 
of an artificial larynx or in esophageal speech. 

Functional aphonia and dysphonia are treated 
by the usual suggestive methods. One of the 
best methods to get the patient’s voice back is 
by humming and directing his attention to the 
vibration produced and not the sound. 

Deaf people are taught to practise various 
voices with the finger tips on the throat and to 


endeavour to reproduce the —— move- 
ments. Guy H. Fisk 


Radiology and Physiotherapy 


Mass Roentgenography of the Chest. De Lori- 
mier, A. A.: Radiology, 1942, 38: 4. 


Nine methods of roentgenological procedure 
are cited. These are evaluated in terms of trust 
for single case study, trust for mass studies, 
co-ordination with other examinations, future 
reference, unit cost per examination, and initial 
eost of auxiliary equipment. Such considera- 
tions have led to the official adoption of the 
stereoscopic technique with a 4 x 5-inch film. 

Certain technical aspects are discussed as they 
pertain to large-scale procedures and present- 
day equipment. For the intensity of radiation, 
200 milliamperes are believed practical. The 
x-ray tube should be of design to withstand 
high heat—no less than 700,000 heat units per 
hour. Single emulsion x-ray films, rather than 
the conventional duplitized type, are recom- 
mended for two reasons: they increase the 
sharpness of detail and decrease the contrast 
characteristics. Kilovoltages higher than those 
conventionally used for chest roentgenography 
are favoured for reduction of exposure times, 
reduction in contrast effects upon the image, 
and reduction of punishment imposed —_ the 
x-ray tube. R. C. BURR 


Therapeutics 


Gold Salts in the Treatment of Rheumatoid 
Arthritis. Cecil, R. L., Kammerer, W. H. and 
DePrume, F. S.: Ann, Int. Med., 1942, 16: 
811. 
The authors present a study of 245 cases of 

rheumatoid arthritis treated with gold salts. 

When given in adequate dosage the gold salts 

caused a remission or marked improvement in 

62% of cases. In 10 eases of ankylosing spondy- 

litis, this form of therapy was beneficial in only 

one case. The best results were obtained in 
arthrities of less than one year’s duration. 
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The incidence of toxic reactions was high. 
They manifested themselves chiefly as dermati- 


tis or stomatitis. There was one fatal case of 
ulcerative enteritis in this series of cases which 
possibly may have been due to gold salts. Re- 
lapses occurred in 42% of the patients who 
received marked benefit from gold therapy. 
The relapses were usually milder than the 
original attack, but yielded less promptly to 
gold therapy. 

Gold therapy can be a dangerous form of 
treatment and requires close observation of the 
patient and frequent examination of the blood 
and urine.. In spite of its dangers, however, the 
authors feel that its beneficial effect on the 
course of rheumatoid arthritis justifies its use 


in patients who ean tolerate the drug. 
S. R. TOWNSEND 


Sulfadiazine: A Study of its Effect on Hemo- 
lytic Streptococci. Rammelkamp, C. H. and 
Keefer, C. S.: Ann, Int. Med., 1942, 16: 659. 
Sulfadiazine is bactericidal for the hemolytic 

streptococcus when the inoculum is small and 

the concentration is between 2 and 5 mgm. per 

100 e.c. It was found that its action is enhanced 

by the presence of antibactericidal antibody, 

either natural or acquired. When sulfadiazine 
is compared with sulfanilamide, it is found to 
be superior in so far as its bactericidal effect is 
concerned, and it is more effective as a bac- 
teriostatic agent in lower dilutions. 

S. R. TOWNSEND 


Field Study of the Prophylactic Value of 
Pertussis Vaccine. Perkins, J. E., Stebbins, 
E. L., Silverman, H. F., Lembeke, P. A. and 
Blum, B. M.: Am. J. Pub. Health, 1942, 32: 
63. 


The authors report a study of the incidence 
of whooping-cough among 587 immunized chil- 
dren and 699 control children. The ages of the 
children were between 6 months and 4 years. 
The immunizing agent was Phase 1 pertussis 
vaccine made by the Michigan Department of 
Health. The vaccine contained 10 billion organ- 
isms per ¢.¢c., 3 injections were given at weekly 
intervals, the first of 2 ¢.c. and the second and 
third of 3 ¢.c. each. 

The characteristics of the vaccinated and the 
control groups were almost identical except that 
there was a somewhat larger proportion of chil- 
dren of higher economic status in the vaccinated 
group and the control group tended to come 
from larger families. The period of observation 
ran from January 1, 1939 to November 1, 1940, 
during which time the families under observa- 
tion were visited regularly by public health 
nurses. Any suspicious cases were visited by 
physician epidemiologists, who, incidentally, had 
no knowledge of the immunization status of the 
children they saw. 

The annual attack rate from pertussis among 
the vaccinated was 5.3 per 100, among the con- 
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trols it was 13.3 per 100. Using an arbitrary 
index of severity, 78.7% of the vaccinated cases 
were classed as suspicious or mild and 21.3% 
as moderate or severe. Of the control group 
54.4% were classed as suspicious or mild and 
45.6% as moderate or severe. 

This study supports the findings of Pearl 
Kendrick in Grand Rapids and is evidence of 
the prophylactic value of vaccination. It is 
somewhat at variance with Doull’s study in 
Cleveland which indicated a comparatively 
slight value of vaccination. FRANK G. PEDLEY 


Hygiene and Public Health 


A study of Tuberculosis Among Students of 
Nursing. Israel, H. L., Hetherington, H. W. 
— Ord, J. G.: J. Am. M. Ass., 1941, 117: 
The authors report the incidence of tuber- 

culous infection as measured by the P.P.D. 

intradermal tuberculin test and tuberculous 

disease as detected by fluoroscopy and roent- 

genography, among 643 white females taking a 

nurses’ training course. 

At their entrance into the training school 
57% of the girls reacted positively to tuber- 
culin. Six of the 643 showed unhealed pul- 
monary tuberculosis (minimal). Calcified foci 
were present on x-ray examination in 10.6% of 
the tuberculin positive students and 7.2% of 
the tuberculin negative students. 

As the students progressed in their training 
tuberculin tests were repeated every four 
months. At the end of the first four months 
48% of the negative reactors had become posi- 
tive, at the end of the first year 85.9% and at 
the end of their training (3 years) all the nega- 
tive reactors had become positive. 

Of the 643 students initially observed the 6 
clinical cases detected were excluded from the 
study. The 637 remaining students were ob- 
served for a total of 1,412 years, during which 
time 62 showed pulmonary infiltrations con- 
sidered to be tuberculous (4.8% per year). The 
annual attack rate in students originally tuber- 
culin-negative was 5.43%, in students originally 
tubereulin-positive it was 4.3%. The attack 
rate of 4.8% is contrasted with the annual at- 
tack rate of young women employed by the 
Metropolitan Life Insurance Co., which at ages 
17 to 24 is 0.832%. These women are examined 
only once a year, but it is unlikely that a more 
frequent examination would reveal enough ad- 
ditional cases to bring the attack rate to any- 
thing like the level of the nurses. 

The tuberculous disease detected in the nurses 
was usually not severe. No deaths oceurred in 
the period under study. One student had to 
undergo a thoracoplasty, 9 had pneumothorax 
treatment and 2 required prolonged sanatorium 
eare. The remainder received brief periods of 
rest or no treatment at all. 

The authors detected a rather high incidence 
of non-specific respiratory, or gastro-intestinal 
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illness associated with the development of a 
positive tuberculin reaction and suggest that in 
this period particular care should be taken in 
the diagnosis of such diseases as chronic ap- 
pendicitis. FRANK G. PEDLEY 


Present Key Problems in Tuberculosis. Mayer, 
E. and Rappaport, I.: J. Am. M. Ass., 1942, 
118: 1179. 


The authors recognize a change in the epi- 
demiological characteristics of tuberculosis dur- 
ing the present generation. One of the obvious 
signs of this is the increasing number of adults 
who do not react to tuberculin. 

Three questions are asked and answered as 
follows: 

Question 1.—Is a negative tuberculin reaction 
more desirable than is a positive one? Answer. 
A negative tuberculin reaction is more desirable 
in a non-tuberculized environment while a posi- 
tive one is more desirable in a tuberculized en- 
vironment. 

Question 2.—What is the character of the 
lesions that are developing now in recently ex- 
posed young adults? Are we dealing with ‘‘pri- 
mary’’ or ‘‘reinfection’’ type lesions? Answer. 
In some instances we may be dealing with a 
truly first infection lesion. In other instances 
we may be dealing with lesions due to a recur- 
rent infection. Both of these may have some 
features of a ‘‘primary’’ type yet follow the 
course of ‘‘reinfection’’ type tuberculosis; hence 
they cannot be told apart. 

Question 3.—From what point should one 
date the clinical incipience of pulmonary tuber- 
culosis? Answer. In very acute tuberculous 
processes the point of clinical incipience may 
readily be fixed to coincide almost with the time 
of first infection. In very chronic tuberculous 
processes the clinical incipience cannot be fixed 
even with the appearance of the first demon- 
strable lesion. FRANK G. PEDLEY 


Studies on Syphilis in the Eastern Health Dis- 
trict of Baltimore City. Clark, E. G. and 
Turner, T. B.: Am. J. Pub. Health, 1942, 32: 
307. 


Two wards in Eastern Baltimore were studied 
with respect to the incidence rate of syphilis 
among negroes. Two age groups, 20 to 24 and 
35 to 39, were selected for study, and all the 
negroes in the two wards in these age-groups 
were studied. The reasons for selecting these 
two age-groups were, (1) the prevalence of 
syphilis in the age-group 20 to 24 should reflect 
the operation of an attack rate in the recent 
past and (2) other studies had indicated that 
the attack rate for syphilis over 40 years of age 
is very low and at this age it is unlikely that 
much spontaneous reversal of the blood reaction 
has occurred. 

Two thousand three hundred and ninety-five 
negroes were studied. Information enabling a 
definite diagnosis to be made was obtained on 


1,886 (80% approximately). The results are as 
follows: 


20 to 24 35 to 39 
Male Female Male Female 
% syphilitic ........ > aes 313 33.6 40.4 


The above percentages represent somewhat 
less than the true incidence, since in computing 
the rate all those on whom no data had been 
secured were considered negative. 

Information is also given regarding marital, 
educational, and economic status. 

FRANK G. PEDLEY 


@bituaries 


HERBERT STANLEY BIRKETT 
C.B.(Mil.), LL.D., M.D., C.M., of Montreal, 
Died on July 19, 1942. 


Dr. Birkett was blessed with health, success, a long 
life, and a devoted family. He had the rare good 
fortune of celebrating his Golden Jubilee in Otolaryn- 
gology while still in active and vigorous practice. 
The occasion was suitably recognized by his confréres 
in 1939. His longevity was inherited; his father lived 
to the age of 76; his mother died two weeks before 
her 103rd birthday. Dr. Birkett was born on July 17, 
1864 in Hamilton, Ont., the son of William Birkett, a 
merchant. He received his education from 1874 to 1881 
at Forest House School, Chester, England, a fact of 
which he was always proud. He studied Medicine at 
McGill University and graduated in 1886 with honours, . 
before the age of twenty-two, taking the Holmes Gold 
Medal for the highest marks throughout the whole four 
years. He was Senior House Surgeon for a year at the 
Montreal General Hospital, and after some months 
spent in general practice in Montreal, he went abroad 
to specialize in Otolaryngology. 

At McGill he studied under such men as Buller, 
Palmer Howard, Osler, Ross and Shepherd. He al- 
ways valued his experience in the Anatomy Room with 
Shepherd where he served as Demonstrator and then 
Lecturer for ten years. He was a member of the 
American Association of Anatomists. During his two 
and a half years special training in England and 
Europe, he worked under Professors Politzer, Chiari, 
von Schroetter and Schnitzler in Austria; under Pro- 
fessors Hartmann, Fraenkel and Kraus in Berlin; 
under Professor Fauvell in Paris; and in London at 
the Golden Square Hospital under such men as Greville 
MacDonald, Bond, Mark Hovell and Morell Mac- 
Kenzie. He spent some time at the Royal Ophthalmic 
Hospital, London. On his return to Montreal, he be- 
came associated in practice with Dr. Buller, who 
according to the custom of the time, practised Otology 
as well as Ophthalmology. At the outset, Dr. Birkett 
assisted Dr. Buller with refractions, etc., but after a 
time Dr. Buller practised Ophthalmology more ex- 
clusively and Dr. Birkett Otolaryngology. 

Having thus outlined Dr. Birkett’s training, it is 
interesting to speculate as to what other factors con- 
tributed to his extraordinary success. He settled in 
Montreal away from family influence. As a student 
he was organist at St. Mark’s Church, Hamilton, and. 
later at St. George’s Church, Montreal. He was born 
great, but it was a greatness of the soul. He rose to 
the top steadily and surely, but entirely through his 
own unaided efforts. Someone has defined genius as 
‘fan infinite capacity for taking pains’’. Dr. Birkett 
fulfilled this definition to the letter. No detail was 


too small for his repeated consideration. After twenty 
years of treasured association with him, I now look 
As a junior houseman, 


back on my first impressions, 
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one was a little quizzical about how often and to 
how many he gave detailed instructions about an in- 


coming patient. Things rarely went wrong, and I 
have often thought in later years how wise he was 
to take those precautions. This same attention to 
detail permeated his whole life whether at work or 
play. In writing a paper, every detail was carefully 
scrutinized, and every reference checked and verified 
at the source. This sometimes necessitated visits to 
distant libraries and always entailed many consulta- 
tions with the staffs of the world’s leading libraries. 
The result is that Dr. Birkett’s bibliographies are 
outstanding for completeness and accuracy. 

He wisely took a summer holiday of at least two 
months with his family. In his early years this holi- 
day was spent down the lower St. Lawrence River, 
but during the past thirty years, in England and 
Europe, except for the last few years of his mother’s 
life when he refused to be far away from her. He 
made more than eighty Atlantic crossings. The annual 
visit abroad was more than a holiday. Each time a 
new area was chosen and all the important medical 
centres therein were visited. One year it might be 
France, another, the Scandinavian countries, or the 
Low Countries or Austria and Hungary, but always 
with London as a base. In this way he kept himself 
constantly up to date and was one of the best in- 
formed practitioners in the world. No one travelled 
more regularly to all the important world centres of 
medicine. When he returned from one trip, prepara- 
tions were immediately made for the next. 

Fearlessness and lack of false pride were outstand- 
ing qualities. When convinced that he was right, he 
went ahead indifferent to public opinion. He had 
none of the small boy’s false modesty which many of 
us carry into manhood, and which makes one hesitate 
to do the right thing because others may not do like- 
wise or may criticize. A simple illustration of this 
was his attitude towards dress. He was always fault- 
lessly attired. His criterion was ‘‘what should be 
worn’? and not ‘‘what will be worn’’. This same 
attitude served him in his profession and contributed 
to success and long life. In dealing with a patient 
he made up his mind what was the best course to 
follow; then he went ahead fearlessly, without further 
worry, and with no useless recriminations. He gave 
of his best and used none of his energy in wasteful 
indecision. Because of this, his operative work, no 
matter how long and exacting the procedure, took no 
more energy than was absolutely necessary for the 
task, and tired him surprisingly little. 

Meeting Dr. Birkett was always a pleasant occasion 
as his greeting was so warm and genuine. In a gath- 
ering at his home he managed to have a little time 
for everyone and particularly for any children present. 
He gained their confidence at once and they instinc- 
tively ran to him. After visiting him professionally, 
the child came away with the doctor as a firm friend, 
and anticipating rather than fearing future meetings. 
In the hospital the universality of his greeting cheered 
all alike. Outstanding victories of the football team 
organized by the Royal Victoria Hospital orderlies 
were the occasion of congratulatory cables from him 
while in Europe during the summer. He was con- 
cerned about his housemen’s off-time and contributed 
much to their enjoyment. His loyalty to his friends 
was one of his endearing characteristics. In his care 
and devotion to patients he made no distinction be- 
tween the poor and the rich; each received his best. 
Honesty was a main feature of both his professional 
and private life. 

Having taken a long summer holiday, he took very 
little time off the remainder of the year. He was an 
early riser, always commenced his operations at eight 
a.m., and retired early. He kept to a very strict 
regimen; he lived simply, but he entertained his 
friends royally. In his busy day, he managed regular 
medical reading. He bought every medical book pub- 
lished which pertained to his specialty. He accumu- 
lated a splendid library, which he donated and housed 
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in the McGill Medical Library in order to make it 
available to his confréres. 

He enjoyed remarkably good health throughout his 
life. This was reflected in his happy cheerful dis- 
position. He was always dignified. He never scolded, 
but he maintained strict discipline. He was intolerant 
of carelessness or inefficiency. “He loved teaching. 
His lectures to the students were carefully prepared and 
generously interspersed with illustrations and demon- 
strations of pathological and clinical material. As a 
teacher for forty years, his door was ever open to 
the students, in whom he always had a kindly interest. 
Making hospital rounds with him was always a profit- 
able experience. He had a keen intellect, a retentive 
memory, and was an ardent student. He was a per- 





Herbert Stanley Birkett 


fectionist. He was an organizer, and as a younger 
man gave much time to organized medicine. For 
many years he served as Secretary and later as Vice- 
President of the Canadian Medical Association and 
of the Montreal Medico-Chirurgical Society. 

He had an extensive knowledge of Internal Medi- 
cine and understood the use of drugs thoroughly. 
Because of his frequent visits to other medical centres, 
he was abreast of the modern developments in surgery, 
but he was always a conservative surgeon. It was 
the conservatism of judgment, of knowledge and of 
experience, which always stood him in good stead 
throughout his career. In 1906 Dr. Birkett introduced 
bronchoscopy into Canada, also septal re-section, the Kil- 
lian radical operation on the frontal sinus, and radio- 
graphy of the mastoids and of the nasal accessory 
sinuses. He was the first to perform in Canada 
thyrotomy for malignant disease of the larynx in 1893. 

He had a deep interest in medical history and con- 
tributed many valuable papers on the subject, namely, 
‘‘The Early History of Medicine in the Province of 
Quebec’’; ‘‘The Early History of British Otology’’; 
‘‘The History of Otology in Canada’’ (in collabora- 
tion with Professor Politzer); ‘‘The Transatlantic 
Development of Rhino-Laryngology’’; ‘‘A Short Ac- 
count of the History of Medicine in Lower Canada’’. 
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He belonged to the leading international and na- 
tional Medical Societies on both sides of the Atlantic. 
He was a regular attendant at meetings. He was a 
splendid chairman. He never allowed a meeting to 
get out of hand, and yet he controlled it with very 
little apparent effort. He served in an official capacity 
in most of these societies. 

In addition to the many qualities already cited, 
which contributed to Dr. Birkett’s ultimate success, 
I feel that he profited by being given important posi- 
tions early in his career. He.was given responsibility 
when he was young enough to bring the breadth of 
vision and the daring of early manhood to his duties. 
His training finished, he returned to Montreal in 1889. 
He was immediately appointed Laryngologist to the 
Montreal Dispensary and in 1890 he joined the Laryn- 
gological Staff of the Montreal General Hospital. 
The very next year, his third in practice, he was ap- 
pointed Chief of the Department. In 1894, five years 
after commencing practice, he was made Professor and 
Head of the Department of Laryngology at McGill 
University. In 1898, he was invited to organize the 
department of Laryngology at the newly opened Royal 
Victoria Hospital. In 1906, after the death of Dr. 
Buller, he persuaded the Governors and the Medical 
Board to amalgamate the Ear, and the Nose and 
Throat departments into the Department of Otolaryn- 
gology. The same arrangement was made at McGill 
University, so that from 1906 he was Professor of 
Otolaryngology at McGill, and Chief of the Depart- 
ment of Oto-laryngology at the Royal Victoria Hos- 
pital until his retirement in 1932. He then became 
an Emeritus Professor at the University and a Con- 
sultant at the Royal Victoria Hospital, positions which 
he held until his death. 

He was an active member of the medical staffs 
and consultant to the following hospitals, the Alex- 
andra Hospital for Infectious Diseases, the Children’s 
Memorial Hospital, the Montreal Foundling and Baby 
Hospital. He was Otolaryngologist to the MacKay 
Institute for the Deaf, and latterly had been President 
and Honorary President of that Institute. He was 
a Life-Governor of the Montreal General Hospital 
from 1887. 

Similarly in organized medicine he held many 
prominent positions. He was four times Vice-President 
of the Section of Laryngology and Otology of the 
British Medical Association. He was President of 
the Montreal Medico-Chirurgical Society in 1903, and 
President of the American Laryngological Association 
in 1907. He was made an honorary member of the 
Italian Laryngological, Rhinological and Otological 
Society in 1907. 

His military promotions came rapidly. He joined 
the Third Victoria Rifles of Canada as Surgeon- 
Lieutenant in 1887, and in 1894 he was a Surgeon- 
Major. He enjoyed telling a story on himself about 
his arrival at Aldershot, England, to perfect himself 
in Army Medicine. He was told to report next morn- 
ing to the Parade Ground. The officer in charge of 
the parade was junior in rank to Major Birkett and 
out of courtesy he handed over the command to the 
visitor. In fear and trembling, Major Birkett gave 
the order to march. The whole field advanced on him 
and piled up on a nearby fence before the parade 
director came to his assistance and relieved him of 
the command. He then went to the Commanding 
Officer, confessed his ignorance, and asked permission 
to join the ranks for training from the ground up. 
On his return to Canada, he laid the foundations for 
the: present Royal Canadian Army Medical Corps. 
In connection with the Victoria Rifles, he organized 
the first fully qualified regimental stretcher section 
in Canada. In 1900 he also organized and commanded 
No. 3 Bearer Company and No. 3 Field Hospital. By 
1904 he was principal Medical Officer for M.D. 4, 
and in that year he retired from the Militia with the 
rank of Lieutenant-Colonel. In 1909 he was President 
of the Association of Medical Officers of the Canadian 
Militia. It is fitting that at the time of his death 


he was Honorary Colonel of the Royal Canadian Army 
Medical Corps. 

It is important to note that he occupied all these 
positions within twenty years from graduation and 
when he was less than forty-two years of- age. 
Naturally, he brought to all these tasks his innate 
ability and his thorough training, but in addition he 
had the confidence which comes from early recognition. 

In the next thirty years the medical world reaped 
the harvest which had been sown in the previous 
twenty. In 1914, he became Dean of Medicine, at 
McGill University, a position which he held until 
1922 (five years of this time he was serving with 
the Canadian Army overseas). In 1921, on the occa- 
sion of the Centenary of McGill University, he was 
given the degree of Honorary Doctor of Laws. In 1922, 
he was invited by the University of London to give 
the annual Semon Lecture in Otolaryngology. He was 
made an Honorary Member of the Scottish Otological 
and Laryngological Society in 1924, and of the Ger- 
man Ear, Nose and Throat Society in 1938. He was 
Honorary President of the Clinical Congress of Laryn- 
gology in London in 1919, and in the same year he was 
Vice-President of the Otological Section of the Royal 
Society of Medicine. He was a member of the Ameri- 
can Bronchoscopic and Esophagological Society, and 
of the International Collegium of Otolaryngology. In 
1913, he was Vice-President of the Otological Section 
of the International Congress of Medicine. He was 
President of the American Laryngological, Rhinologi- 
cal, and Otological Society in 1919, and President of 
the American Otological Society in 1922. In 1927, he 
was the first member to be a Guest of Honour of the 
American Academy of Ophthalmology and Otolaryn- 
gology. He was founder and first chairman of the 
Otolaryngological Section of the Montreal Medico- 
Chirurgical Society in 1933. In 1935 and 1938 he was 
Vice-President of the Pan-American Congress. In 
1936 he was the representative of the Dominion of 
Canada at the International Congress of Otolaryn- 
gology in Berlin. ; 

His progress in Military Medicine was equally 
brilliant. In 1914, he organized and commanded No. 
3 Canadian General Hospital (McGill), the first to be 
organized by any University and the first to take the 
field. He was promoted to full Colonel. In 1916, he 
was appointed Consultant Otolaryngologist to the 
British Armies in the Boulogne area. He was twice 
mentioned in dispatches by Field-Marshall Sir Douglas 
Haig in 1916 and 1917. In 1918 he was made As- 
sistant Director-General, Canadian Army Medical 
Services Overseas with the rank of Brigadier-General. 
In 1917, he was created a Companion of the Most 
Honourable Order of the Bath (Military). He was 
also awarded the Colonial Officers’ Auxiliary Forces 
Decoration in 1916, and the Jubilee Medal in 1935. 
He was Honorary Physician and Aide-de-Camp to the 
Governors-General of Canada, Lord Byng of Vimy and 
Viscount Willingdon, 1921-1931. 

Dr. Birkett was always interested in raising the 
standard of special training in Otolaryngology. He 
presented a paper on ‘‘The Education of the Specialist 
in Laryngology and Otology’’ by invitation before the 
British Medical Association. He did everything he 
could to encourage and to make it possible for his 
students to equip themselves properly for the specialty. 
He was particularly insistent on a thorough ground- 
ing in the basic sciences of pathology, physiology, and 
anatomy. He encouraged his students to travel abroad, 
and he used his vast influence to provide the open 
door for these students wherever they went on the 
continent or in England. Many of my happiest recol- 
lections of my years in Europe are connected with 
Dr. Birkett’s friends, who after his kind introduction, 
later became my friends. 


Dr. Birkett had not been in good health for the 
past 18 months and he died on July 19, 1942, two days 
after his 78th birthday. There were occasions when 
he suffered intensely, and, yet through it all, he never 
failed to be more concerned for those looking after 
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him than for himself. He always had a word of 
thanks or greeting. Fortunately, his mind was clear 
to the last and he was able to enjoy the unselfish 
and tireless devotion of his wife and daughter. 

For Dr. Birkett death came as the fulfilment of 
an ever abundant life, for his family and friends it 
is an irreparable loss. W. J. McNALLy 


Dr. Henry Wilberforce Aikins, of Toronto, died at 
his home, 264 Church Street, on July 29, 1942, follow- 
ing a lengthy illness. 

Dr. Aikins was born in Toronto, the son of the late 
Dr. W. T. A. Aikins, first dean of the Medical Faculty 
of the University of Toronto, who also held the office 
of treasurer of the College of Physicians and Surgeons 
of Ontario from 1866 until his death in 1897, when -he 
was succeeded by his son, Dr. Henry Wilberforce 
Aikins. In 1915, the offices of treasurer and registrar 
were combined, and Dr. Aikins continued as registrar 
until his retirement in 1937. 


The late Dr. Aikins received his education at Upper 
Canada College and the University of Toronto, re- 
ceiving the degrees of B.A. in 1877 and of M.B. in 
1881. He also received his M.D. and C.M. degrees 
from Victoria University in 1881. He spent three 
years in postgraduate study in New York, Vienna and 
London, Eng. He received the diploma M.R.C.S. in 
London (1884). For a time associate professor of 
anatomy, University of Toronto, he was a former Senator 
and member of the Board of Regents of Victoria Uni- 
versity. For many years he was a medical director 
of the Continental Life Insurance Company. 

Surviving are two brothers, Professor H. Austin 
Aikins, on the staff of Western Reserve University, 
Cleveland, Ohio, and Bronte M. Aikins, of San Fran- 
cisco, Calif.; and a sister, Mrs. R. D. Fairbairn, of 
Toronto. 





Dr. Joseph Elie Belanger, of Hull, Que., died on 
March 24, 1942. He was born in 1880 and graduated 
from Laval University in 1904. 





Dr. Herbert George Finlay Blair, a resident of 
North Gower, Ont., for the past forty years, died on 
July 10, 1942, 


Dr. Blair was born in Ashton, Ont., on July 24, 
1875, the youngest son of the late Archibald Blair 
and Mary McEwen. He was educated at Ashton, 
Carleton Place High School and McGill University, 
Montreal (M.D., C.M. 1902). In 1902 he came to North 
Gower and took over the practice of the late Dr. Hark- 
ness, which he carried on ever since. 

He was a member of the Canadian Medical Associa- 
tion, the Ontario Medical Association, and the Ontario 
Association of Medical Officers of Health. 





Dr. Jean Baptiste Cloutier, of Letellier, died at his 
home on August 5th of cerebral hemorrhage. Born 
at Riviére du Loup, Quebec fifty-two years ago, he 
graduated in medicine in 1916 (University of Mani- 

. toba) and came to Manitoba to practise in Letellier. 
He is survived by his widow and five children, of 
whom the oldest son is a member of the R.C.A.F. at 
Edmonton. 





Dr. George Frederick Leroy Fuller, of Cowansville, 
Que., died on July 26, 1942, in his 68th year. 


Dr. Fuller, a native of Sweetsburg, was a graduate 
in medicine of McGill University (1899). His lengthy 
practice was interrupted by the Great War. He went 
overseas and served from 1914 to 1918. At the out- 
break of the present war he again volunteered his 
services and was attached to a military hospital at 
Fredericton, N.B., until ill-health forced him to give 
up his work. 





Dr. John William DeCourcy King, of Peterborough, 
Ont., died on July 10, 1942. 

Dr. King was born at Delaware, Ont., and had re- 
sided in Peterborough since the age of five. He was 
educated at Peterborough public schools and at the 
Peterborough Collegiate Institute and later attended 
Upper Canada College and McGill University at Mon- 
treal. In 1899 he graduated in medicine from Trinity 
Medical College with the degree M.D., C.M. 





Dr. John Jacob Knoll. Alberta lost by death on 
July 31, 1942, in Montreal, a well known family 
physician in the person of Dr. Knoll, of Vermilion, a 
graduate of McGill University of the class of 1915. 
The following year he took the examination of the 
Medical Council of Canada and in 1919 registered in 
Alberta. For a time he practised in Provost, but for 
over 20 years had lived in Vermilion. He was an 
outstanding man in his profession and interested him- 
self in community welfare, for ten years being chair- 
man of the School Board. He was 62 years of age. 





Dr. Henri Lacourciére, of Quebec, who practised 
many years in Beauce county, died on August 16, 1942. 
Born at Nicolet, Que., in 1853, Dr. Lacourciére 
studied at Nicolet College. He was a graduate of 
Laval University (1883). He retired about 10 years ago. 





Lieut.-Col. William Herbert Lowry, M.D.C.M., 
M.R.C.S., F.R.C.S.(C), of Toronto. Dr. W. H. Lowry 
died suddenly while visiting a patient on July 13, 
1942. He was only sixty-two years of age but, because 
of failing health, had resigned his position as Pro- 
fessor of Ophthalmology in the University of Toronto 
a year ago. 

Dr. Lowry was born in Acton and was the son of 
the late Dr. William Hugh Lowry and his wife Jane 
Hill. He was educated in Acton Public School and 
Guelph Collegiate Institute where the late Dr. Dobbie 
was one of his teachers. He graduated M.D.C.M. from 
Trinity Medical School in 1901. After serving an 
internship in the Toronto General Hospital he went 
to England. He spent a year in London taking the 
M.R.C.S. and L.R.C.P. diplomas, and then studied 
ophthalmology in Birmingham for another year, re- 
turning to Toronto in 1904. He was given the 
F.R.C.S.(C) in 1930. For twenty years he was oa 
the staff of the Hospital for Sick Children. In 1929 
he was made Professor of Ophthalmology at the Uni- 
versity of Toronto and Chief of the Department of 
Ophthalmology in the Toronto General Hospital. 

In the Great War Dr. Lowry was attached to No. 
4 Base Hospital in charge of surgery of the eye and 
served in Salonika and in England. He advanced from 
the rank of Captain to Lieut.-Colonel. 

Dr. Lowry was gifted with a most winsome per- 
sonality that endeared him to his patients and his 
colleagues alike. Professionally and socially he was 
always ‘‘under the tongue of good report.’’ He took 
his recreation in the woods. A hunting camp or his 
own small estate in Muskoka claimed his holidays and 
he was expert in the use of both camera and gun. 

Dr. Lowry is survived by his widow formerly 
Corinne MacKendrick, two daughters Corinne and 
Beverley, and two sons William and Alan.—M. H. V. 
Cameron, in Bull, Acad. Med., Toronto, 1942, 15: 228. 





Dr. Daniel MacDonald, of Sydney, Nova Scotia, 
died at the home of his sister-in-law at Mabou, N.S., 
on July 31, 1942. He was eighty-one years of age. 

Dr. MacDonald came to medicine after spending 
his early years teaching school. He was a graduate 
of St. Francis Xavier University and Johns Hopkins. 
His career was long and rich. He practised at Bad- 
deck, North Sydney and Sydney. He served with the 
medical corps as a major in the first world war. In 
1935 he retired. Within the past year he celebrated 
his 50th anniversary as a medical practitioner. At 
his death bed were his wife, his daughter, and three 
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sons, Major D. F. MacDonald, U.S. Army, Dr. R. 8. 
MacDonald, and Major C. A. MacDonald, M.D. 





Dr. Thomas Don MacGillivray, of Port Arthur, Ont., 
died on July 11, 1942, following an explosion on a 
launch on Lake Shebandowon, about sixty miles north 
west of Fort William. He was a graduate of Queen’s 
University, Kingston (1905). Dr. MacGillivray was 
the son of the late Very Reverend Dr. Malcolm Mac- 
Gillivray and Clara Down, of Kingston, Ont. 





Dr. Daniel L. McKinnon, of Truro, N.S., died at the 
Inverness County Memorial Hospital, August 1, 1942. 
He had been vacationing with his family at his old 
Lake Ainslie home when his last illness came. 


Dr. McKinnon graduated from Queen’s in 1905, 
one of seven brothers to pass through that university, 
four of whom were clergymen. He practised in Boston 
for some years. In 1915 he returned to his native 
heath, opening an office in Truro. The town was 
without hospital accommodation. A year later Dr. 
McKinnon opened the Ainslie Hospital which served 
the sick of the community till the opening of the 
Colchester County Hospital years afterward. Through 
the ensuing twenty-six years he worked for every- 
thing that might aid the health and welfare of the 
people of Truro, in medicine, in civic administration 
and in Dominion politics. 

Dr. McKinnon was a Scot, reared in the stern, 
Calvinistic school. The Gaelic that flowed so readily 
from his tongue permeated his spirit and made him a 
tireless, persistent champion of many causes. A soft, 
Celtic humour tempered his ruggedness. As a medical 
practitioner and surgeon he was expert and sound. 
As a man he was respected and loved. 





Dr. Thomas T. McRae, of Brussels, Ont., died on 
July 12, 1942. He was born in 1882 the son of the 
late Rev. and Mrs. B. B. McRae, of Cranbrook, and 
a graduate of Toronto University (1905) and came 
back to spend all his days in private practice in 
Brussels. He was a past-president of Huron County 
Medical Association. He gave freely of his time to 
the furtherance of the best interests of his community. 





Dr. Archibald Franklin Malloy, of Saskatoon, died 
on April 21, 1942, after an illness extending over a 
few years. He leaves a widow, formerly Anne Louisa 
Townsend, of West Toronto, and two sons, Archibald 
and Dean McCallum, the latter now overseas with the 
Cameron Highlanders. 

Dr. Malloy was born on March 17, 1879, in King, 
Ont., and received his early education in Nobleton, 
Aurora, and, later, Humberside Collegiate. He was a 
graduate in medicine from Toronto University (1904) 
but only stayed four years in Ontario before the lure 
of the West drew him to the prairies. 

Saskatoon and the surrounding country will miss 
Dr. Malloy; I should say Frank, for only by that 
name was he known to his large circle of friends. 
His was the typical life of service in the days when 
only the winding prairie trail marked the course you 
followed from one homestead to another, when the 
means of transportation was a team of bronchos and 
a buggy or cutter. Dr. Malloy had been a part of 
this prairie life and later had helped in the building 
of his home town, Saskatoon, where he was a favourite 
with the people and especially with his confréres in 
his profession. These honoured him many times by 
electing him to many executive positions in their 
society. He was also valued member of the staffs of 
both St. Paul’s and the Saskatoon City Hospitals. 

He was a great enthusiast at chess and also dearly 
loved a game of bridge with his friends; both games 
he played with great skill. 

In his passing Saskatoon mourns a true friend, one 
whose cheerful smile and devotion to his profession 
will long remain in their hearts. J. A. VALENS 





News Items 


Alberta 


The Minister of Health, Hon. Dr. W. W. Cross, has 
announced that arrangements are completed to add to 
the services of the Cancer Diagnostic Clinics of Ed- 
monton and Calgary surgical treatments, where such 
are indicated. As no patients are dealt with unless 
referred to the Clinic by the family physician and as 
all family physicians are not prepared to do any or 
all cancer surgery, the College of Physicians has ap- 
pointed a special committee to consult with the Min- 
ister and the Director of Cancer Services, as to the 
best plan to get the necessary work done. The 
heartiest co-operation has been given the Clinics by 
the profession. As seen by the Minister’s announce- 
ment, already 1,700 cases have been referred, and the 
Council of the College of Physicians and Surgeons 
and the Government is anxious that nothing be done 
in the further development of the cancer services to 
militate against the success of the work. 





The Board of Directors of the Alberta Division of 
the Canadian Medical Association are giving their 
attention to the following questions: (1) the care of 
epileptics; (2) strychnine used in proprietary medi- 
cines; (3) contract medical practice; (4) industrial 
medicine; (5) military and civilian medical services. 
Before this appears in print there will have been a 
special meeting of the Board to consider the questions. 





The Committee of the Legislature appointed at last 
session to investigate the workings of the Workmen’s 
Compensation Boards’ Act has been making a tour of 
the industrial districts with a view to getting first- 
hand knowledge of the workings of the Act on em- 
ployers and workmen. They have called for repre- 
sentation from all interested organizations and soon 
contemplate holding open sessions in Edmonton for 
the free discussion of the problems that have arisen. 
The workmen are requesting that industry pay all 
costs of the war and that increased compensation be 
paid them in ease of injury. It is too early to fore- 
cast what may be the report of the committee. 


The rural areas of the Province are being depleted 
by the youth of the medical profession enlisting in 
the armed forces of the country, and the senior men 
of the cities, where some might be spared, are not 
prepared for physical or other reasons undertaking 
the strenuous life involved in a country practice, 
where the drives are long and the roads indifferent. 





An interesting ceremony took place at Calgary on 
August 7, 1942, when the Hon. Ian Mackenzie, Min- 
ister of Pensions and National Health, laid the corner- 
stone of the new Colonel Belcher Hospital. He was 
assisted by Brigadier H. F. McDonald, C.M.G., D.S.O., 
of Ottawa, Chairman of the Pensions Board, who 
placed copies of the Calgary daily newspapers, history 
of the old Colonel Belcher Hospital, letterheads of the 
Pensions Board and other records in the cornerstone. 

This building will have accommodation for 225 and 
up to 300 patients in an emergency. The cost of con- 
struction will be approximately six hundred thousand 
dollars. It will be equipped with the most modern 
and efficient type of equipment obtainable for the 
operating rooms, x-ray, electrical, and hydrothera- 
peutic eye, ear, nose, throat and dental departments. 

According to the Hon. Ian Mackenzie, the old 
Colonel Belcher Hospital will continue to be used until 
after the war is over. : 

Dr. A. W. Park, district administrator and chief 
medical officer for the Department of Pensions and 
National Health presided at the ceremony. 





A nurses’ home is now under construction at the 
Provincial Central Alberta Sanatorium, eight miles 
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west of Calgary, at a cost of sixty-five thousand dol- 


lars. This building will provide accommodation for 
forty nurses. 





It is expected that the building of a four storey 
wing to the Calgary General Hospital, at a cost of 
three hundred and fifty thousand dollars will soon be 
commenced. G. E, LEARMONTH 





British Columbia 


A Committee on Industrial Medicine has been set 
up, under the chairmanship of Dr. A. W. Bagnall, and 
has already held several meetings. When Dr. J. Grant 
Cunningham, of Toronto, travelled to the Coast fol- 
lowing the Jasper Meeting, he very kindly met a 
group of those intimately interested in the question 
of Industrial Medicine, and gave a considerable im- 
petus to the development of this phase of modern 
medicine in British Columbia. 





A Sub-Committee on Literature has been formed 
with Drs. H. H. Milburn, D. F. Busteed and A. M. 
Menzies as members, whose duty it will be to gather 
and study this subject from all angles. 





The Divisional Advisory Committee has already 
met, under the Chairmanship of Dr. Murray Blair, 
who is also the representative from British Columbia 
on the Executive Committee of the Canadian Medical 
Association. At the request of the Canadian Medical 
Procurement and Assignment Board, the Senior Medi- 
cal Officers in the Three Services have become -mem- 
bers of the Committee: Surgeon-Commander A. G. 
Laroche, Senior Medical Officer of the Naval Medical 
Services, Lieut.-Col. Wallace Wilson, District Medical 
Officer, M.D. No. 11, and Wing-Commander A. G. 
Chalk, Principal Medical Officer, Western Air Com- 
mand. 





The College of Physicians and Surgeons in British 
Columbia placed a special announcement in all news- 
papers throughout the Province drawing attention to 
the fact that there was need for co-operation on the 
part of the people to conserve the time and energy 
of doctors and conserve gasoline and tires, by making 
no demand for unnecessary calls; by not expecting 
daily visits; by seeing the doctor at his office when 
possible; by notifying the doctor early in the morning 
of the need of a visit to the patient’s home on the 
same day. 

It was pointed out that complying with these re- 
quests might make it possible for the doctors to carry 
on in such a way that none shall suffer during the 
war years, 





The annual Summer School of the Vancouver Medi- 
eal Association is to be held in September this year, 
from the 15th to the 18th, inclusive. 

Dr. Walter C. Alvarez, Professor of Medicine at 
the Mayo Clinic, Rochester, and Dr. Simeon T. Cantril, 
Director of the Tumour Institute of the Swedish Hos- 
pital in Seattle, will be lecturers at the School, as well 
as Dr. Fulton Gillespie and Dr. John W. Scott, both 
of the University of Alberta Medical Faculty, who are 
lecturing under the auspices of the Canadian Medical 
Association. 

The luncheon on the opening day is being arranged 
by the British Columbia Division of the Canadian 
Medical Association, and the President of the Cana- 
dian Medical Association, Dr. A. E. Archer, will be 
guest speaker. J. H. MACDERMOT 





Manitoba 
On July 22nd Dr. Henry Havelock Chown cele- 
brated his golden anniversary as medical refree with 
the Great-West Life Assurance Company. Dr. Chown 
is the doyen of the medical profession in western 
Canada and can point with pride to 62 years in the 
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profession of medicine. The record of those years is 
virtually the history of medical education in Winni- 
peg. In his later years Dr. Chown has travelled wide- 
ly, especially by air. Egypt, India, China, Japan, New 
Zealand, Australia, South America, Bermuda, Cali- 
fornia are among the places he has visited. For 34 
years he was a member of the staff of Manitoba 
Medical College, for 32 years a member of the hon- 
orary attending staff of the Winnipeg General Hos- 
pital; for 30 years on Manitoba University Council 
and for 15 years a member of the Board of Governors 
of the University. 





A policy of free treatment of tuberculosis in the 
municipal hospitals for Winnipeg residents was ad- 
vocated at a meeting of the health committee of the 
city council on August 5th, by a sub-committee set 
up to study the situation. The recommendation will 
now be further considered by representatives of the 
health committee, the municipal hospital commission 
and the Manitoba sanatorium board. 





Dr. Ivy N. Falardeau and Dr. K. Borthwick Leslie 
have joined the Canadian Active Army in M.D. 10 
with the rank of acting captain. 





Lt.-Col. J. N. Nettleton arrived in Winnipeg, 
August Ist, to take over his new duties as general 
medical officer of Deer Lodge Military Hospital. 
Formerly Officer Commanding at Rideau Military Hos- 
pital he transferred from the army to take his new 
appointment. After the first Great War he was on the 
Administration Staff of M.D. 12. 





Much regret is felt over the death of Mr. John 
McFEachern, who for fifteen years was Chairman of 
the Sanatorium Board of Manitoba, and a past-presi- 
dent of the Canadian Tuberculosis Association. 





It is stated that Major Hartley Smith, who has 
returned from England, will take command of No. 3 
Field Ambulance. 





Members of the C.M.A. will be pleased to hear 
of the award of the Distinguished Service Cross to 
Surgeon Lieut. Gordon Patron Fahrni, of Winnipeg, a 
member of the Royal Canadian Naval' Volunteer 
Reserve which has been approved by the King. The 
award is for ‘‘ bravery and devotion to duty.’’ Lieut. 
Fahrni is a native of Winnipeg, the son of our im- 
mediate Past-President. He was appointed a surgeon 
lieutenant January 13, 1941, and went to England 
in February of that year on loan for service with 
the Royal Navy. Ross MITCHELL 





New Brunswick 


Major R. A. H. Mackeen, R.C.A.M.C., has been 
given command of No. 1 Canadian Mobile Bacteriologi- 
cal Laboratory somewhere in England. Major Mackeen 
was for many years director of the provincial labora- 
tory at Saint John. 





R. E. Washburn (Bob) a medical student at Dal- 
housie University, has been granted a Kellogg Founda- 
tion Scholarship at Dalhousie Medical School on the 
results of his high academic standing in pre-medical 
examinations. Mr. Washburn was senior technician 
in the Provincial Bureau of Laboratories and is well 
known to the medical profession throughout the 
province. 





New registrants with the New Brunswick Council of 
Physicians and Surgeons of New Brunswick include 
Dr. J. A. Ross, of Albert; Dr. D. J. Albert, of Ed- 
mundston; Dr. Geo. W. McElman, of Saint John; Dr. 
Francis J. Knoll, of Saint John, Dr. Francis J. Des- 
mond, of Moncton, and Dr. Geo. S. A. Iriman, of 
Summerside, P.E.I. A. S. KIRKLAND 
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Nova Scotia 


Dr. E. M. Fogo, of Halifax (Dal. ’42), has been 
appointed Assistant Commissioner of Health for 
Halifax. 





It was her first day on baby’s formule, for the 
nurse in a provincial hospital. Her orders were verbal. 
Three premature babies got 85% lactic acid, undiluted, 
in their bottles and died quickly, their gastric walls 
almost completely dissolved. The fourth baby, with 
lustier instinct or a glimmering of reason, rejected 
the mixture and lived. 





Seventeen cases of anterior poliomyelitis have been 
reported in Halifax, probably the highest number, for 
the season, on record. 





Dr. M. R. MacDonald of Reserve, has been awarded 
a fellowship in public health by the University of 
Toronto. A. L. MURPHY 





Ontario 


The Civic Hospital, Carling Ave., Ottawa, has 
under construction a convalescent unit of two storeys, 
two wings connected by corridor. The estimated cost 
of this annex with furnishings is about $300,000. It 
is to be used at present for military purposes, but will 
be operated by the Ottawa Civic Hospital. 





The Dean of the Faculty of Medicine, University 
of Toronto, announces that loans up to $300 have 
been made available by the government of Ottawa 
for students in 2nd, 3rd and 4th years in medicine. 
The requirement is that undergraduates undertake to 
enlist in the R.C.A.M.C. on entering the second-last 
year of the course. 





For many years the Faculty of Medicine has been 
swamped with applications for admission to medicine, 
often numbering 500 to 700. The Senate of the Uni- 
versity has announced that the laboratory and clini- 
cal facilities do not warrant admission of over 150 
students to the freshman year. With 210 admitted 
last year it was difficult to find proper facilities. Both 
Queen’s and the University of Western Ontario have 
likewise found it necessary to limit the number in 
their freshman classes. 





Major G. L. Morgan Smith has been promoted to 
Lieut.-Colonel and appointed Officer Commanding No. 
11 Canadian Field Ambulance Corps, R.C.A.M.C., 
overseas. 


Lieut. Henry Athelston Moxley, of Toronto, of the 
R.C.N.V.R., has been mentioned in dispatches for 
‘‘skill in action against enemy submarines’’ while 
serving aboard H.M.S. Vetch. 





Dr. Geraldine Maloney was honoured by a tea on 
the afternoon of August 11th on the grounds of St. 
Michael’s Cathedral. Formerly on the staff of St. 
Michael’s Hospital, Women’s College Hospital, and 
serving on St. Michael’s Health Centre, Dr. Maloney 
is the first woman doctor to join the Royal Canadian 
Army Medical Corps. She wears the khaki uniform 
of the C.W.A.C. with R.C.A.M.C. badges and buttons. 





Dr. P. A. T. Sneath, D.P.H., who secured leave of 
absence from his duties in the Colonial Service in 
British Guiana to resume his work in H. M. Canadian 
Forces, has been promoted from Major to Acting 
Lieutenant Colonel. J. H. Evwiortr 


Quebec 


Dr. E. A. Daniels, of Montreal, is included among 
the group of physicians and surgeons who have re- 
cently been honoured with a Fellowship by the Royal 
Society of Medicine, London, in recognition of special 
merit in their respective fields. 

Dr. Daniels is a graduate in medicine from McGill 
University and also holds the degree of Master of 
Science. He is a Fellow of the American Association 
for the Advancement of Science and of the Sigma Xi. 

Recently re-elected a member of the Section of 
Proctology by the Royal Society of Medicine, Dr. 
Daniels is the first Canadian included in the personnel 
of this special section. He has also been recently ap- 
pointed to associate Fellowship by the American Proc- 
tologic Society, and is the only Canadian representa- 
tive in this group. 





Les Drs J. A. Blais et Eugéne Robillard du labora- 
toire de physiologie de 1’U. de Montréal ont gagné le 
prix annuel Casgrain et Charbonneau de $500.00 pour 
le meilleur travail, recherche ou amélioration scien- 
tifique d’ordre médical. Leur travail s’intitulait: ‘‘La 
mesure de la profondeur de l’anesthésie par 1’étude 
du réflexe linguo-maxillaire.’’ 





On annonce a la Faculté de médecine de 1’U. de 
Montréal la vacance de la chaire de Chirurgie Infantile 
et d’Orthopédie. Cette chaire était occupée par le 
regretté Dr Alphonse Ferron. 





La Société Médicale de Montréal a formé un 
comité d’étude pour étudier les divers problémes en 
rapport avec la poliomyélite: épidémiologie, traite- 
ment, suggestions utiles aux autorités sanitaires, etc. 





Le Congrés de L.A.M.L.F.A.N. a mis a son pro- 
gramme une section d’hygiéne fort importante. La 
tuberculose et les maladies vénériennes sont étudiées 
plus spécialement, notamment aux points de vue du 
dépistage et du traitement. Une séance compléte, au 
surplus, sera consacrée aux questions d’hygiéne 
générale, JEAN SAUCIER 





Saskatchewan 


The first woman doctor in Saskatchewan to join the 
active army as a medical officer, Capt. Lillian A. 
Chase, of Regina, reported for duty at M.D. 12 Head- 
quarters in Regina recently. She is a graduate of the 
University of Toronto. 





General 


Authority to enter and inspect plants engaged on 
war contracts in order that sanitary and medical 
facilities may receive proper supervision is granted 
to officials of the Department of Pensions and Na- 
tional Health by a recent Order-in-Council. 

In peacetime the inspection of individual plants 
was left almost entirely to the individual provinces, 
but the vast wartime expansion of factories fulfilling 
contracts with the Dominion and allied governments— 
all of which contracts include clauses requiring the 
contractor to provide sanitary and medical supervision 
—has made it imperative that the federal health 
authorities actively enter the field. 

The Order-in-Council also stipulates that the owner 
of any war contract premises must, if requested, main- 
tain a record of sickness and accidents, permit the 
display of posters authorized by the Department and 
the distribution of health and safety literature among 
employees on the premises, keep his premises at all 
times in a clean and sanitary condition, and provide 
lighting, heating, ventilation, water and toilet facili- 
ties satisfactory to the authorities. 
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’ @ Absenteeism due to illness is retarding our war effort. 
he Study of the underlying causes reveals that, in many cases, 
the diets of employees are deficient in certain vital food 
factors. An extensive effort is now being made to improve 


the national diet but such a programme of public education 





takes time. Until the importance of proper diet is more 
generally understood, some supplementary means of providing 
essential vitamins and. minerals should be employed. A daily 
dose of “Alphamin” can do much to improve 


the health of Canadian workers and so help to 





maintain war production at its highest level. 


997 
AYERST, McKENNA & HARRISON LIMITED e@ Biological and Pharmaceutical Chemists @ MONTREAL, CANADA 
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The contractor is required to provide satisfactory 
medical, surgical, nursing and preventive services. 
Any food provided for employees on the premises must 
satisfy specified nutritional standards, while, as a 
further safeguard, the contractor is obliged to permit 
regular physical examinations of persons engaged in 
preparing or distributing such food. 

Any plans for new construction or alterations to 
existing war factories must also receive the approval 
of the Department in so far as sanitary and safety 
facilities are concerned.—From Publicity and Health 
Education Division of the Department of Pensions and 
National Health. 





Effective July 1st, all personnel in the Canadian 
Army and the R.C.A.F. will be served only vitamin 
B white bread (Canada Approved). This change has 
been introduced in order to provide more B vitamins 
in the diet of the armed forces. 

Vitamin B white bread (Canada Approved), which 
was first introduced to Canadian consumers in April 
as the result of an order-in-council sponsored by the 
Department of Pensions and National Health follow- 
ing research by the Department of Agriculture, looks 
the same, tastes the same, and costs the same as ordi- 
nary white bread, but it has a much larger proportion 
of the essential vitamin B, (thiamin). 

‘‘Tf a person uses six slices of the new vitamin 
B white bread every day, about one-sixth of the day’s 
needs of vitamin B, will be supplied,’’ stated Dr. L. 
B. Pett, director of Nutrition Services, Department 
of Pensions and National Health. ‘‘These six slices 
of the new bread will supply from three to five times 
the amount of vitamin B, in ordinary bread. There- 
fore, the new vitamin B white bread along with other 
foods will help everyone. to get an adequate supply 
of vitamin B,.’’ Dr. Pett explained that in recent 
Canadian dietary surveys it was found that eight out 
of every ten persons studied were not using enough 
of the foods giving B vitamins.~ If the intake of B 
vitamins is notably deficient in amount, it will lead 
to loss of appetite, certain digestive disturbances, 
undue nervous strain, and fatigue. 





Through the Department of Pensions and National 
Health a recent Order-in-Council has made it obli- 
gatory that packages of cod liver oil for sale to the 
public must be labelled to indicate a dosage not ex- 
ceeding two teaspoonfuls a day. It was felt that the 
previously recommended doses were higher than was 
necessary, and therefore that there was a good deal 
of wastage. Since Norwegian sources of cod liver 
oil have been cut off Canadian production has been 
enormously increased, but the demand has increased 
also and wastage is therefore being closely watched. 





The Casualties of German Reprisal Raids. — The 
reprisal raids by Germany for the British bombing of 
munition factories took the form of bombing the 
purely residential and historic cities of Exeter, Bath, 
Norwich and York. This was responsible for most of 
the air raid casualties of April, which were as follows: 
killed (or missing, believed killed) 938, injured and 
detained in hospitals 998. The killed or missing and 
believed killed include 359 men, 446 women, 122 chil- 
dren and 11 unelassified. The effect of the reprisal 
raids in sending up the casualties is shown by the 
casualties of the preceding three months. The number 
of civilians killed in air raids was 155, being 112 in 
January, 22 in February and 21 in March. One extra- 
ordinary result is that some young children found 
wandering in the ruins of these towns may never know 
their true names, as their parents could not be found. 
They may have been blown to pieces or their bodies 
so damaged that they cannot be identified —J. Am. M. 
Ass., 1942, 119: 962. 


Smoking in Wartime.—In normal times many per- 
sons smoke tobacco, especially cigarettes, to excess. 
During the war the habit seems to be much increased. 
In the Times a physician, Sir Maurice Cassidy, says in 
a communication that nobody who travels by road or 
rail can fail to be impressed by the amount of smok- 
ing in the fighting services. Most of the men seem to 
have an unlimited supply of cigarettes, which they never 
cease to smoke. When he asked if any attempt was 
made to curb their addiction they told him that it is 
very difficult not to smoke when everybody is smoking, 
that their officers smoke as much as they do and that 
a lecture generally begins with the words ‘‘You may 
smoke,’’ when everybody automatically lights a. cigar- 
ette. Now these men are being trained to fight for 
their lives. Yet were they being trained for a soccer 
cup tie or a boat race their smoking would be seriously 
restricted, if not stopped. The cigarette impairs the 
oxygen-carrying capacity of the blood by the carbon 
monoxide inhaled. At. the same time it often ruins 
digestion and diminishes resistance to respiratory infec- 
tion. We are rationed in meat, milk, eggs, sugar, butter 
and clothing. Surely, says Sir Maurice Cassidy, the 
time has come to ration tobacco and thereby increase 
our efficiency —J. Am. M. Ass., 1942, 119: 823. 





The American Dietetic Association will hold its 
twenty-fifth annual meeting at the Hotel Statler in 
Detroit on October 19th to 22nd. All the sessions of 
this meeting are planned to provide the dietitian with 
the greatest possible aid in playing her part under 
the difficult circumstances imposed by the war. Plans 
for increasing the number of trained dietitians avail- 
able for Army service as well as for civilian service 
will be discussed. The best methods of teaching nutri- 
tion to the public and the most effective means where- 
by the dietetic profession can be of help to the Red 
Cross will be studied at this meeting. Ways of help- 
ing the dietitian serve most effectively in hospitals, 
schools, and industrial cafeterias will also be studied. 





The 1942 Clinical Congress of the American College 
of Surgeons, originally scheduled for October at the 
Stevens Hotel, Chicago, which was taken over August 
1st by the United States Army Air Corps, will be held 
in Cleveland, with headquarters at the Cleveland 
Public Auditorium, from November 17th to 20th, ac- 
cording to an announcement from the College head- 
quarters in Chicago. The twenty-fifth annual Hospital 
Standardization Conference sponsored by the College 
will be held simultaneously. 





The Cuban Society of Oto-Laryngology has elected 
the following officers for the year 1942. President— 
Dr. Roque Sanchez Quirés; Vice-president—Dr. Remoldo 
de Villiers; Secretary—Dr. Alfredo M. Petit; Treasurer 
—Dr. Arturo Ojeda; Delegates—Drs. Eduardo R. 
Arellano and José Gros. 





The American College of Physicians has announced 
its 27th annual session, to be held in Philadelphia, Pa., 
April 13th to 16th, inclusive, 1943. Heretofore, the 
College has held a five-day session, but in the interest 
of conserving time and expense of its members, the 
program will be condensed into four days, Tuesday 
through Friday. Dr. James E. Paullin, Atlanta, as 
President of the College, will have charge of the pro- 
gram of General Sessions and Leetures. Dr. George 
Morris Piersol, Philadelphia, as General Chairman, will 
be responsible for the program of Hospital Clinics, 
Panel Discussions, local arrangements, entertainment, 
etc. The general management of the session. and tech- 
nical exhibits will be handled by the Executive Secre- 
tary, Mr. E. R. Loveland, 4200 Pine St., Philadelphia. 


CARAD 
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If your prescription for a vaginal douche reads —‘‘Lorate 
— use as directed,” you have the assurance that your pa- 
tient obtains these benefits: 


A pleasant scented powder that is suitable for the preparation 
of a hot, tepid, or cold irrigation, its detergent action always 
equally effective .. . 


A douche that is well adapted for routine cleansing after 
menstruation; douching after childbirth and after gyneco- 
logical operations; as a detergent in leukorrhea, Trichomonas 
vaginalis and other forms of vaginitis; in cervicitis; for pessary 
wearers, and as a deodorant in conditions attended by fetid 
discharge. 


_ Lorate is a skillful blend of sodium perborate, sodium bicar- 
bonate, and sodium chloride, with menthol and aromatics. 


If you desire a trial supply of Lorate, please write a request on your 
letterhead. Lorate is supplied in 8-ounce containers. 


WATERBURY CHEMICAL CO. OF CANADA, LTD. 
727 King Street, West + Toronto, Ontario 
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Book Reviews 


Endocrinology. A. A. Werner. 2nd ed., 924 pp., 
illust. $11.50. Macmillan, Toronto, 1942. 


The rapid advances in the study of the endocrines 
that have taken place in the past 15 years make it 
extremely difficult for even the specialist to keep 
pace with the biological, chemical and clinical aspects. 
Dr. Werner has made a very worthy effort to describe 
the most important of these advances in relation to 
our previous knowledge of the subject. This book 
should be of considerable help to the busy physician 
desirous of obtaining in concise form a modern pic- 
ture of endocrinology. It would have been still more 
serviceable if the author had written not so much as 
a reviewer but as a critic of recent work. One feels 
at times that the author has not sufficiently digested 
the fundamentals himself to be adequately critical of 
the nebulous and sometimes wild speculation that 
creeps into this field. 

Such a statement on page 671 as ‘‘adrenalin in- 
ereases the sensitiveness of response to the sym- 
pathetic’’ is, according to the reviewer’s knowledge, 
simply not true. It is the sort of glib explanation 
which is made so often and loosely about the sym- 
pathetic adrenal relationship. The perpetuation of 
the use of the old term ‘‘bilobar pituitary hypofunc- 
tion’’ has nothing to recommend it. It has not been 
proved to be an entity and hinders further construc- 
tive thought on the subject. 

The section on obesity is the least well done in the 
book. The use of the terms ‘‘pituitary and thyroid 
obesity’’ cloud rather than clarify the cause. The 
author would reject excessive food intake as the cause 
of obesity and interpret it as an endogenous metabolic 
disorder characterized by an inability to completely 
metabolize the normal amount of food. Further con- 
sideration would suggest the two views can be recon- 
ciled. It is doubtful now whether either pitruitrin or 
thyroid extract has any place in the treatment as 
advocated by the author. 

As a review and a source of references this book 
should be useful. It should be of help to anyone 
desiring a compact account of endocrine disorders but 
it suffers from the faults mentioned. It can be 
strongly recommended but readers must be warned 
that many aspects of endocrinology are still very much 
sub judice. 


Nasal Sinuses. O. E. Van Alyea. 261 pp., illust. $7.80. 
University of Toronto Press, 1942. 


The book begins with a review of the histopathology 
of the nose and throat. This contains useful in- 
formation but nothing new or startling. 

The second chapter on acute nasal infections is 
one of the most valuable in the whole volume. The 
portion on the ciliary defence mechanism is especially 
good. It not only reviews recent advances in this 
line but recalls to our minds many of the older teach- 
ings which we are liable to forget. It emphasizes the 
supreme importance of the cilia as a protective mechan- 
ism and condemns the use of many of the substances 
used in the treatment of acute and chronic rhinitis. The 
only local remedy he recommends in acute rhinitis is 
ephedrine 4% to 3% in normal saline solution. As he 
truly remarks, we are left with very little of our 
local drug armamentarium. In addition he prescribes 
rest in bed, moist air and sedatives when indicated. 

In acute antral cases his treatment for the first 
two or three days of acute symptoms corresponds to 
that of the common cold, i.e., rest in bed, moist air, 
sedatives if necessary and use of ephedrine in saline. 
Later in the case he recommends washing out of the 
sinus (1) through the natural opening and (2) by 
puncture beneath the inferior turbinal bone. 

In the chapter on sinusitis in children he devotes 
a considerable amount of space to allergy and points 
out clearly and emphatically the futility of operating 


on allergic cases and confusing the diagnosis with 
that of a pure sinusitis. He also deprecates the prac- 
tice of removal of tonsils and adenoids in children 
where the principal infection rests in one or more of 
the sinuses. 

This is an excellent book of reference and might 
well be placed on the shelves of those practising in 
diseases of the nose and throat. 


Synopsis of Blood Diseases. <A. Piney. 
$3.00. Macmillan, Toronto, 1942. 


This book is a good illustration of how a ready 
and competent hand can accumulate a mass of data 
on a subject so vast, carefully arranged in one 
hundred and twenty pages, in a clear and concise 
manner. It is written so definitely for the needs of 
the practitioner and student, who seek to learn just 
what to do in a given case. 

The contents are divided into the following fifteen 
chapters: Blood and Blood-Formation; Anemia; Per- 
nicious Anemia; Some Megalocytic Anzemias; Some 
Hypochromic anemias; Hemolytic Anemias; Anemias 
of Infancy and Childhood; Hypoplasia and Aplasia of 
the Blood-Forming Organs; Hemorrhagic Diseases; 
The Leukemias; Polycythemia; Diseases of the 
Spleen; Symptomatic Blood Changes; Infective Mono- 
nucleosis (Glandular Fever); Some Tropical Diseases. 

Details of interest to research workers, hemato- 
logists, and clinical pathologists have been omitted. 
‘Tt is a synopsis inasmuch as it presents the matter 
with the minimum of verbiage’’. A full glossary with 
cross references completes the text. The practitioner 
and student should find this book an exceedingly 
valuable reference. 


120 pp., illust. 


Endotracheal Anesthesia. N. A. Gillespie. 
$4.00. 
1942. 


This excellent book on endotracheal anesthesia can 
be labelled a classic in anesthesia literature. It is 
cleverly written, well illustrated and complete. The 
author has gone to a great deal of trouble to gather 
as much information as possible, both from the litera- 
ture and his own observations. One or two chapters 
may be selected for comment. 

The second chapter reviews the advantages and 
disadvantages of endotracheal anesthesia. The ad- 
vantages are freedom of airway, control of intra- 
pulmonic pressure and facility of artificial respiration. 
The disadvantages are difficulty of intubation, time 
consumed, deeper plane of anesthesia required, and 
increased incidence of cough and pharyngeal soreness 
postoperatively. The author emphasizes, however, 
that the advantages easily outweigh the disadvantages. 

Chapter three takes up the technical and physio- 
logical aspects of insufflation endotracheal anesthesia. 
We must thank the author for including such a 
chapter. It shows the effects of his early English 
training. Many of us who have never used this method 
are ignorant of some of its better features. It is 
difficult to explain the ideal operating conditions for 
abdominal surgery; namely, the excellent muscle re- 
laxation and the quiet breathing, yet, apparently, in 
light anesthesia. At first one might say that it is 
due to the reduction of the carbon dioxide. Crafoord, 
however, has shown recently that in tracheal insuf- 
flation the carbon dioxide increases in the tissues. 

Chapter five gives a detailed account of the tech- 
nique of orotracheal and nasotracheal intubation. This 
is one of the best parts of the book, since it contains 
so many useful pointers which will serve as an aid in 
mastering intubation technique. In the same chapter 
is discussed the influence of the different agents on 
the facility of intubation. He warns the beginner of 


187 pp. 
University of Wisconsin Press, Madison, 


the difficulties of intubation during nitrous oxide, 
ethylene, cyclopropane, evipal, pentothal and avertin 
anesthesia. 

In chapter eight the author deals with the applica- 
tion of endotracheal anesthesia in cerebral, oto- 
ophthalmic, 


rhinolaryngological, thoracic and ab- 
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QUIBB Cod Liver Oil was given to babies 
long before anyone knew what was in it 
that made it so beneficial. First introduced in 
1875, it is today the largest selling brand of 
medicinal cod liver oil in the world. 


Only carefully selected fresh livers are used 
in the preparation of Squibb Cod Liver Oil, 
and the rendering and refining is conducted 
under conditions which avoid excessive heating 
of the livers and exposure to air. The final oil 
is carbonated and bottled under carbon 
dioxide to avoid oxidation of vitamin A. 


Make sure that your patients’ babies get a 

- dependable source of vitamins A and D. 

Squibb Cod Liver Oil helps babies develop a 

straight back, strong legs, fine full chest, well- 
shaped head and sound even teeth. 


Squibb Cod Liver Oil provides twice as 
many vitamin A and vitamin D units as a 
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cod-liver oil which meets the minimum U.S. P. 
requirements. Each gram supplies 1800 units 
of vitamin A and 175 units of vitamin D, 
U.S. P. XI. 


For Rapidly Growing Infants 


Prematureor rapid- 
ly growing infants 
need extra vitamin 
D. Squibb Cod 
Liver Oil with 
Viosterol 10D has 
the same vitamin 
Acontent as Squibb 
Cod Liver Oil and 
is enriched with ir- 
radiated ergosterol 
to a vitamin D con- 
tent of 400 U.S. P. 
XI units per gram. 
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dominal operations. Obviously many controversial 
points appear in this chapter, and it will be a matter 
of time before there is more uniform agreement among 
surgeons and anesthetists. 

The final chapter describes other uses for intuba- 
tion, such as in resuscitation, asphyxia neonatorum, 
arousal of cough reflex in atelectasis and instillation 
of lipiodol into the lungs. The anesthetist will find 
the entire book interesting and informative, and he 
will enjoy the large amount of information which the 
author has gathered from his own wide experience. 


The Rat in Laboratory Investigation. Edited by J. 
Q. Griffith, Jr. and E. J. Farris. 488 pp., illust. 
$9.00. J. B. Lippincott, Montreal, 1942. 


This is a most useful source of information for any 
research worker, technician or animal breeder in- 
terested in the most common laboratory animal, the 
rat. It contains an enormous amount of information 
concerning the normal sexual cycle, pregnancy, lacta- 
tion, as well as data about the most efficient ways of 
housing, feeding and breeding rats for scientific ex- 
periments. Based, as it is, on the long experience of 
the Wistar Institute of Anatomy and Biology, it is 
undoubtedly the most informative book on this sub- 
ject which has ever been written. It also contains 
chapters dealing with surgical, histological, biochemi- 
eal and physiological methods used in connection with 
investigations on the rat, as well as valuable data 
concerning the minimum effective and lethal doses of 
a large number of drugs and hormones. The concise, 
clear style and the numerous excellent illustrations 
should make it easy even for comparatively untrained 
laboratory personnel to use this book as an introduc- 
tion to experimental technique. 


Serology in Syphilis Control. R. L. Kahn. 
$3.00. University of Toronto Press, 1942. 


The author in this book attempts to clarify the 
two fundamentals of serological tests: sensitivity and 
specificity, and the important part they play in 
serology. He discusses the efforts to increase sensi- 
tivity of the complement fixation and precipitation 
tests and emphasizes the necessity of a standard level 
of sensitivity. He warns against the dangers of using 
supersensitive tests in the diagnosis of syphilis and 
against the present trend to increase sensitivity over 
the threshold of specificity, illustrating these points 
with statistics. He discusses the advantages of the 
quantitative serological tests and new and interesting 
material on the Kahn verification test is given. 


Each chapter is ably summarized and references 
are given. The appendix is addressed to the Public 
Health Officer and the author’s abstracts of the Con- 
ference on Serology and Syphilis Control are apt and 
instructive. 

This is an excellent book for the syphilologist, sero- 
logist, public health officer and industrial physician, 
in fact for anyone concerned with syphilis control, 
but is, I believe, rather involved and has too much 


reiteration from the general practitioner’s point of 
view. 


206 pp. 


Dr. Bard of Hyde Park. J. B. Langstaff. 365 pp., 
illust. $3.75. E. P. Dutton, New York, 1942. 


It would be a pity if the unfamiliar name on the 
title-page should cause the medical reader to pass by 
this volume. For it is as exciting as any novel, 
crammed with human interest; great eighteenth cen- 
tury figures such as Hunter, Cullen, the Monros, Aaron 
Burr, Benjamin Franklin, George Washington, Alex- 
ander Hamilton and David Garrick walk through its 
pages. It presents an unrivalled picture of medical 
practice in Great Britain and America of the Revolu- 
tionary period which is only possible when portrayed 
through the daily activities of a prominent medical 
man of the time. The book is one of the most dis- 
tinguished which has yet appeared in the medical 


historical field and will be hailed with enthusiasm by 
every physician who is interested in the story of his 
craft. As Sir William Osler said of Dr. Bard and his 
equally famous pupil Dr. David Hosack, ‘‘Men like 
unto them have been the leaven which raised our 
profession above the dead level of a business’’, This 
book confirms Osler’s tribute and does justice, long 
overdue, to Dr. Samuel Bard who was not only one 
of the leaders of early American medicine but who, 
through his broad interests and qualities of character, 
did more than any other individual to lay the cultural 
and scientific foundations of the metropolis of the new 
world, New York. 

Bard’s personal story is told with compelling in- 
terest. Equally fascinating is the picture of the 
stormy Revolutionary period, the social and medical 
life of old New York, London and Edinburgh as seen 
by the young medical student. Most valuable of all, 
there is here set aown the beginning of the great 
tradition of democracy on this continent—a dream as 
well as a faith. The medical reader is forcibly re- 
minded in these pages that more is demanded of a 
physician than professional knowledge. Samuel Bard 
with his broad humanism, his sense of civie obliga- 
tion, his human medical outlook and his industry is 
one of the founders of a great tradition of character 
and achievement in America and on this continent 
from which modern life and medicine are still drawing 
strength. 

This is modern historical writing at its best. It 
is a medical classic, and physicians who for the most 
part are hero-worshippers and dream at times of the 
medical Valhalla must read this book. Here is a 
massive piece of that great rock from which all 
worthy physicians have been hewn. 


The Fundamental Principles of Mathematical Statis- 


tics. H. H. Wolfenden. 379 pp. $5.00. Macmillan, 
Toronto, 1942. 


Although this book is primarily for actuaries, its 
sponsor, the Actuarial Society of America, suggests 
that other statistical workers will consult it, and they 
can be emphatically recommended to do so. If, for 
instance, a medical worker desires to know something 
of the mathematical foundations of statistical tech- 
nique, he naturally requires an elementary knowledge 
of the calculus, but, possessing that, he can very 
profitably turn to this book. 

It is no serious disparagement of a book written 
for actuaries to mention its limitations for medical 
workers, its comparatively brief discussion of correla- 
tion and its attitude to small samples. Medical in- 
vestigators, now somewhat belatedly following agri- 
cultural investigators in the use of statistics, will find 
here instructive warnings regarding the interpretation 
of results of certain ‘‘small sample’’ methods, but, 
being a worker in the ‘‘large sample’’ field, the 
author does not point out the very real value of small 
sample methods properly used and interpreted. 

Despite these limitations the book should be widely 
used outside the actuarial field, not only for its facts 
but for its outlook, because by a judicious use of 
history it reveals statistics as an instrument that is 
constantly being improved to answer man’s needs, 
an instrument which, as the author says, has been 
evolved to the accompaniment of philosophic con- 
templations and even religious questionings, that 
‘‘have represented largely the soul of man’s search 
for understanding’’, 
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